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1 (Hearing scheduled to start at 4:00 p.m; actual start
2 time was 4:08 p.m)

3 MR, WARREN: | would ask if you have any other itens

4 you'd like to discuss, to do it before this session begins.
5 Dr. Porter?

6 DR. PORTER: Thank you very much, Larry. And let ne



7 i ntroduce Rod Nel son, the CEO of Mackinac Straits Hospita
8 who' s one of our comm ssioners, and Director Ji m Haveman

9 Director of the Departnment of Community Health. Wat we've
10 been tackling over the last six nonths as a hospital

11 advisory conmission is to |l ook at several issues that are
12 inportant as we try to look at strategies to help

13 governnent with health care and sone of the health care

14 i ssues.

15 The Hospital Advisory Conmi ssion was created in the

16 summer by Executive Order 2002-15, and part of the process
17 was to, within the year, develop a report that outlines

18 sone of the issues that are inportant to you, to health

19 care providers, et cetera, on a range of issues. The

20 issues were those of funding, how we could | ook at

21 garnishing nost out of State, Federal, and other fundi ng;
22 | ooking at nedical safety and security issues; and

23 evaluating the future of health care, how we woul d interact
24 with the |life sciences corridor, how research woul d be

25 inmportant, and how we could, in fact, devel op nechani sms
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1 to, say, partner with the State to reduce pharnmaceuti cal

2 expenses.

3 The way the Conmi ssion has been set up is that

4 representatives were geographically chosen from sone of the
5 | arger health care systens as well as sone of the snaller

6 health care systens that really had a diversity in ternms of
7 location within the state, type of institution, type of

8 geogr aphy, and type of mssion. Qur comr ssion net and

9 held it's first hearing on Novermber 20th in Lansing. This
10 is its second neeting; and will over the next few nonths,
11 neet in Gand Rapids, Detroit, Pontiac, Kalamzoo, Gaylord,
12 and St. Ignace.

13 On the comi ssion and who are not here for the neeting
14 today is Rick Breon, representing Spectrum Health; Joe

15 Danore, representing Sparrow Health Care System Phi

16 Incarnati, representing the MLaren Health Care

17 Corporation; Ken Matzick, fromWII|iam Beaunont Health Care
18 System and Don G lner, who's a nenber ex-officio as the
19 State Budget Director

20 Today we have a |line-up of panelists who' ve asked to
21 testify before the conmm ssion and w thout further adieu,

22 let us start off with Gary Freed, who is director of the
23 Child Evaluation and Research of the Share Unit, Director
24 of the Division of General Pediatrics at the University of
25 Mchigan, and who will tal k about pediatric research at the
00005

1 University of Mchigan. Dr. Freed, welcone. Have a seat,
2 and the floor is yours. And we are grateful that you

3 decided to be the "opening act" today.

4 DR, FREED: |It's a privilege to be the opening act, to
5 set the tone.

6

7  TESTI MONY BY DR GARY FREED:

8 DR. FREED: Thank you very nmuch for allowing us to

9 come and make a presentation before the conm ssion today.
10 We greatly appreciate the opportunity to share with you

11 sone of our activities on behalf of the State of M chigan
12 and how we believe that activities of this type can nmake a
13 significant difference in the health care of children in
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this state.

We represent a research unit that works here at the
University of Mchigan, that's based out of the division of
general pediatrics. This research unit has begun a
relationship with the State, now dating back three years,
where we initially went to the State with the novel concept
of we are a state institution, and as -- the fact that we
are a state institution, we believe that we have a
responsibility to the children of this state, and wanted to
bring the ability of our research unit to be able to help
provide data and information to the State of M chigan to be
able to better evaluate and to better consider the types of
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prograns and policies that are now shaping the health care
systemfor the children of this state, and to be able to
provide data and information to the State Departnment of
Community Health to be able to nake better deci sions.

Through this process we have now gone through, on an
annual basis, neetings with the heads of the divisions of
the Departnment of Community Health. Each year those heads
of those divisions come up with the issues that they
believe are of significant inportance to the state with
regard to children's health. W then go through a
prioritization process with them hel ping to understand
where data will help to nake a difference, where people can
begin to nmake deci sions based on infornmation rather than
just rhetoric, where people can begin to understand the
i mpact of the decisions they make in fairly real tine.

Each year those division heads have gone through this
process with us. And we've done usually three and
sonmeti mes four projects a year on behalf of the State. [|I'm
proud to say that the information that we've provided is
fed back directly to individuals within the Departnent of
Community Health, and have a direct inpact on policy. And
signi ficant changes have been made with regard to policy in
the state based on the infornation that we've provided.

One of the things that we pride ourselves on is that
we are purveyors of information, not purveyors of advocacy.
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We believe strongly that sonebody out there needs to be
able to provide information that can be trusted, no matter
who is in authority, whether it be in the legislature or in
the governor's nansion. W want people to be able to trust
information at any particular tinme and any particul ar

place. And that's been our goal. And | believe that our
relationship with the Departnment and their continuation of
this relationship over tinme has proven that to be the case.
Sonmetinmes the information we provide, they love to hear.
Sometinmes the informati on we provide, that wasn't what they
were expecting. But, regardless, they knowit's the

strai ght informati on whenever we provide it.

In the remani nder of the tinme that we have, |'d like to
gi ve you a couple of exanples of the type of projects that
we' ve done for the State, and al so our continued
willingness to be able to provide infornation and data for
the State, not only to help nake future decisions, but also
to hel p understand the inpact of the decisions that will be
nmade, the very difficult decisions that will be nmade over
the com ng years.



21
22

So I'd first like to turn the programover to Dr. Al ex
Kenper, who is an assistant professor of pediatrics, who

23 will share one of the nost recent projects that we've done.
24 He'll be followed by Sarah Cark, who's the associate

25 director for research of our unit, who will share results
00008

1 of a project she did recently on the use of the energency
2 department for non-energent conditions in the state. And
3 then also she'll share with you the upcom ng projects we'll
4 be tackling in the next year.

5

6  TESTI MONY BY DR ALEX KEMPER

7 DR. KEMPER: Thank you. |I'mvery pleased to be able

8 to tal k about a project that we just recently conpl et ed,

9 | ooking at the State's hearing and vision screening

prograns. The State, through | ocal public health
departnents, offers vision and hearing screening for al
children, beginning in kindergarten and goi ng t hrough hi gh
school. These screening prograns are coordinated with the
| ocal schools. Screening technicians fromthe [ocal public
heal th departnment go into the schools to offer screening.
These prograns have been in place for nore than 30 years,
and were placed into the Public Health Code in 1978.
Despite the fact that these screening prograns have gone on
for a long tine, they' ve never been fornally eval uated

20 before. It should be recognized that both vision problens
21 and hearing problenms are conmon in school age children, and
22 early detection is thought to confer benefit in terns of

23 better educational outcone and those sorts of issues.

24 To devel op the project, we worked with officials both
25 at the state | evel and Departnent of Community Health and
00009

1 with those people responsible within | ocal public health

2 departments across the state. W chose 10 health

3 department regions representative of the State of M chigan
4 as a whole to conplete the evaluation. W net with

5 officials around the state to understand how t hey thought

6 their programwas running. W abstracted data on thousands
7 of children fromtheir files. And fromthat information

8 we've contacted famlies to find out fromthem about the

9 i mpact of the screening prograns. W al so discussed these
10 screening progranms with selected primary care physicians

11 that had taken care of sone of those children

12 What we | earned was that nost of the children who had
13 an abnormal screen did receive followup with either a

14 hearing or vision specialist, which was quite a surprise

15 because | ooking at the Health Departnent records, it | ooked
16 |ike maybe only 20 percent of people had foll owup. The

17 problemis that the systemrelies a | ot upon primary care,

the foll ow up physicians returning i nformation about the

i ndividual child and that there was probably a lesion in
that system A significant anmount of energy was spent on
the current tracking systens, and clearly we' ve recomended
that the tracking system be nodifi ed.

We al so found out that for vision screening, the

majority of those children who were referred and who had
foll owup did end up receiving glasses. So that program
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1 certainly appeared to be very effective. W found out that
2 for hearing screening, that as the child becane ol der, the
3 i kelihood of them needing to receive treatnent for a

4 hearing inpairment fell markedly. And so fromthat we've
5 reconmended that the screening prograns be nodified to

6 target those children who are at highest risk of hearing or
7 vi sual i npairnent.

8 We are now working with, again, officials at the state
9 and the local health departnents to feed this information
10 back. They've been very happy about the information that
11 we've been able to return to them about the effectiveness
12 of the programand |I'mexcited to see that sone change is
13 already occurring in these prograrns.

14

15 TESTI MONY BY MS. SARAH CLARK

16 MS. CLARK: M chigan's not al one in having experienced
17 a pretty dramatic increase in use of the energency

18 departnent by kids. And one of the issues that the

19 division directors in the Departnent of Community Health
20 brought to us was |ooking at the use of the energency

21 departnent for non-urgent conditions. And a couple of

22 years ago when the State of M chigan noved to encouragi ng
23 kids to be in Mdicaid-nanaged care, one of the thoughts
24 was, "We will get these kids in a situation where they have
25 a primary care provider, they have a nedical honme. W
00011

1 shoul d be able to use that setting for regular sick visits,
2 and we should see a nove away fromthe energency

3 depart nent."”

4 So we were asked to look into that and did so in a

5 "two-parter," as we call it, using two different nethods.

6 The first was using Medicaid data, working with the

7 staffers in the departnent. Those folks do a great job of
8 processi ng admi ni strative data but don't really have the

9 manpower and sonetines not the analytic expertise to be

10 able to do a large analysis of their data. So we |ooked at
11 the 1997, which was the |ast year that nost kids were in a
12 fee-for-service arrangenent, and the year 2000, which at

13 the tine was the nost recent year for which we had good

14 data. And it turned out that the longer a child had been
15 enrolled in a Medicaid-nmanaged care plan, the less likely
16 that kid was to use the energency departnent for a

17 non-urgent condition. It was good news. It was exactly
18 what we had been hoping for, if you were in a policy

19 position thinking managed care would work. So that was a
20 good finding. Still, though, nore than half of those ED
21 visits could potentially have been dealt with in the

22 primary care setting.

23 So that brings us to the second part of our study,

24 where we actually sent fol ks out to 13 hospital energency
25 departnents all across the state. And we sat there, and
00012

1 when parents brought children in and the condition was

2 coded as "non-urgent," at that |owest triage level, right

3 then and there we talked with the parents about what was

4 wong, howlong had it gone on, who did you attenpt to call
5 and what was the response that you got? And | think that's
6 where sonme of the reasons behind energency use really

7 started to energe.



8 We tal ked with parents both of privately insured

9 children and of Medicaid children, and there were sone

10 pretty clear differences. The parents of the Medicaid

11 enrolled children were nuch nore likely to view the

12 energency departnent as a place to go for sick care. In
13 addition, when they did try to call the doctor's office,
14 they often were unsuccessful at getting any advice over the
15 phone -- no one would talk to themor they didn't get a

16 call back -- or they got what the parent interpreted as

17 advice to go to the energency room That coul d have been,
18 "If you think your child is very sick, go to the ED, " one
19 of those kind of nedicol egal statenents, which the parent
20 heard as, "You probably want to take this child in."

21 So it really articulated an opportunity to intervene
22 on this pattern of use, thinking very clearly we need to
23 better understand how peopl e are seeking advice when their
24 child is sick. W need to understand that parents need

25 help then when they identify -- not necessarily two or
00013

1 three days | ater when an appoi ntnent night be avail abl e,

2 but at the time that that parent is seeking care. And we
3 need to think of what is the best way to all ow t hose

4 parents to get sone nedical advice, get sone reassurance

5 that the child is okay, and perhaps not have it be in such
6 an expensive setting as the energency departnent.

7 The other thing that we | ooked at was the difference

8 fromplan to plan, anong the different Mdicai d- managed

9 care plans. And there were quite large differences there.
10 And we were able to attend neetings of the clinical

11 advisory conmittee for those plans, and give each plan

12 information back on what did their rates | ook |ike conpared
13 to all the other plans within the State of Mchigan. And
14 that was very well received by those folks so they could
15 understand, sort of in the continuum of use, where did they
16 fall so they might know how much enphasis to put on that
17 particul ar problem

18 Wth regard to the 2002-2003 year, four projects have
19 been decided on al ready, and we've begun work. The first
20 involves looking at the use of stimulant medication by

21 children enrolled in Medicaid. Stinmulant nedications |ike
22 Ritalin are often prescribed to children for Attention

23 Deficit Hyperactivity Disorder. There seened to be sone
24 pretty interesting geographic trends in terns of stinmulant
25 wuse that we have just began to identify. And we'll be
00014

1 expl ori ng sone of these high prescription and | ow

2 prescription areas, talking with prinmary care doctors,

3 talking with school officials, talking with parents, and

4 talking with nmental health providers to try to figure out
5 what drives this. At this point we can't say any area is
6 too high or too low. W have to do the background work to
7 really understand what's the basis for these decisions to
8 put kids on these stinulant nedications.

9 We'll also be |Iooking at trends in asthma-rel ated

10 health services utilization. A lot of institutions and

11 health care plans have sone sort of asthma nmanagenent

12 programthat's offered at a plan level or an institutiona
13 level. W want to dig down and see how do those type of
14 prograns affect provider behavior and deci si on naki ng and
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ultimately affect patient outconmes. That's the second one.
We'I'l be | ooking at the admi nistration of vacci nes by
Medi cai d providers. Medicaid providers are charged with
ei ther adm nistering vaccines directly to children or
ensuring that they are provided. And there are a nunber of
children who are enrolled in Medicaid and are not being
vacci nated appropriately, sonewhere between 25 and 40
percent. W want to | ook at those children who aren't
bei ng vacci nated appropriately and figure out what are the
characteristics of the kids, what are the characteristics
of the providers, what may need to be done to nake sure
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that we do a little better job vaccinating those kids.

And the last one |ooks at the provision of well care
to adol escents, a notoriously difficult population to
provide care for, a population that when you generate rates
of well care, they always | ook very horrible. And what
we'd like to do is | ook down at sone sub-popul ati on of
adol escents that nmay need to have nore care than others,
and al so conpare the current M chigan guidelines for well
care to other state and national guidelines to see if what

10 we're recomending is really in line with what's going on
11 nationally.

12 Thanks very much for your tine. We'd be happy to

13 answer any questions that you have.

14 DR. PORTER: Thank you very much. And | think there
15 will be several questions. May | just ask one question

16 firstly, because | think it's a fabul ous programthat you
17 have. How do you select your projects? | nean, you' ve got
18 four for this coming year. You' ve had sonme excel |l ent ones.
19 Where do you get the projects fronf

20 DR. FREED: Those project conme from State thensel ves,
21 fromthe heads of those -- directors of the divisions

22 within the Departnment of Community Health, to nmake sure

23 that the issues that we address are the ones that are,

24 right now, nost relevant to those who are naki ng deci sions
25 or put into policy questions.
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1 DR. PORTER: And then you prioritize them you

2 determ ne that?

3 DR FREED: W work with those individuals to

4 prioritize -- usually it's a pretty long list every year.
5 We get that narrowed down to 10 projects. W bring those
6 back, put together research briefs where we | ook at what

7 the policy question is and what are the nethods that we

8 nm ght use to answer them Sonetinmes we can't put together
9 a nmethod that woul d be able for us to be able to provide
10 information in the time in which it's needed. W're

11 honest. W say that. And we'll let people know what the
12 l|limtations of any of the different nethods we use are.

13 DR. PORTER: And ny final question is you have had the
14 opportunity now, doing this for a nunber of years, to sort

of see sonme of your ideas go back. And what has been the
response fromthe other side, in terns of taking your idea
and conpleting that |oop --

DR FREED: | think --

DR. PORTER: -- of changing or nodifying policy?

DR FREED: Extraordinary; it's a very gratifying
thing to be a part of. Because rarely does one get the
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opportunity to see their work actually have an inpact on
policy in very real time. And these are very -- for the
nost part, they're very fast turnaround projects, which is
di fferent than many academ c centers usually provide. But
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it's our goal to -- it's very -- it's corny, but we want to
nake a difference. And one of the ways of making a
difference is getting infornation at the time in which it
needs to be there to be relevant. |If there's a hearing in
the legislature on Novenber 14th, the data have to be there
prior to that. W can't do a bunch of extra fancy
statistical things and have it ready on Decenber 1st,
because the decisions are already nade. So working with
the State partners, they have utilized the information we
have provided and, | think, now depend on us for tinely,
rel evant information to hel p nmake those deci sions.

The bottomline goal is, as | think both the
commi ssion is searching for in ternms of process, is that we
believe that there's a very limted anmount of resources for
children right nowwithin the State of Mchigan. It's our
goal to nake sure that every dollar spent on kids is a
dollar well spent. And that's our purpose, both for the
project -- the prograns that are already in existence, to
nmake sure that they're relevant, but also for those that
peopl e propose, to nake sure that there's eval uation
mechani sns in place so that anything new we do isn't just
i nnovative, but it's innovative that actually nakes a

23 difference.

24 DR. PORTER: Thank you

25 MR, WARREN:. | just have one question. It was
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1 referenced that -- in these -- in the site visits to the 13
2 or so hospitals and these parents and children are show ng
3 up, what were the individual responses of each of these

4 hospital s? Wat did they do with these individual s? Wre
5 sonme triaged to urgent care? What did they do?

6 MS. CLARK: A couple of --

7 MR. WARREN: What was the intervention?

8 MS. CLARK: A couple -- at the time, a couple of the

9 hospitals had, like, a "fast track" situation where the

ki ds that were non-urgent could get noved along a little
nore quickly. Most of the tine, they just sat in chairs
and waited for an awmful long tine. Everybody had plenty of
time to talk with us. | think it highlighted for both
folks in the hospitals thensel ves and fol ks at the
Departnent, is there a need to look at a different paynent
nmechani sm for something at that internediary | evel; maybe
not full-blown ED visit, naybe -- nmaybe the primary care --

18 24-hour access to primary care isn't realistic either; do
19 we need to find something in that niddle level? So | think
20 that really began a dial ogue anong different ED directors
21 and anong fol ks at the plan | evel who heard that

22 information, thinking "this is a significant problem and we
23 need to start looking at different alternatives to

24 addressing it."

25 DR, FREED: Can we get them a copy of that report?
00019

1 MS. CLARK: Yes. |If you would like a copy of that
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report, | can certainly --

MR, WARREN. Sure. Thank you very much

MR, HAVEMAN. One of the issues |'ve thought about and
| know we at the Department and others have for sone tine
is howto bridge the fine academic institutions we have in
this state to help us nmake and i nprove and enhance public
policy. And in ny career, it's been one of ny greatest
frustrations in howto do that. And | want the people here
today to know what Dr. Freed and his coll eagues have done
is truly been an extrenely hel pful thing and i nproved the
care of children in the state. And | want to thank you for
that. But naybe what you can do, Gary, is just kind of run

what -- | nean, as we take a | ook at what el se we shoul d be
doi ng, because there's a lot of policy with adults and
peopl e who have -- | nean, the Departnment spends 10 billion

and touches 2 nmillion people. There's a lot of things to

| ook at. But every tinme we try to bring sonmeone in, it's
like, well we could work on that for a year and a half and,
you know, we need a 40 percent indirect, and -- | nean,
before you know it, you just give up. Now, what have we

| earned on this project fromthe State's standpoint and
fromyour standpoint, the University of M chigan, that has

24 made this work? And what can we learn fromthis as we | ook
25 at other projects throughout the state that has other
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1 academ c institutions in the backyard as well?

2 DR FREED: | can say what | think. Cbviously, --

3 MR HAVEMAN:  Well, that's --

4 DR. FREED: | think the reason it's been successful is

5 because -- two reasons. Nunber one, we have an attitude

6 that we're here to help the children of the state of

7 M chigan, and that that's a priority of our group. Nunber

8 two, | believe that we maintain a -- | don't want to say a
9 work ethic, but a philosophy that we're going to be on tine
10 and on budget. And that's -- for better, for worse, that's
11 not always the acadenic way of doing things. And our rea

goal is to be policy relevant. And | think we are very

di fferent than nost -- not only units on this canpus, but
other simlar units around the country, that we behave very
much like an entrepreneurial unit in the private sector
where we believe strongly that we have to provide value in
return to those who are investing in our services.

And our take hone fromthis isn't a profit, our take
hone fromthis is actually having our data go into the mx
to make a difference. So it provides the fun for us
knowi ng that we're helping to nake a difference. But it
also, fromthe State's side, provides a |evel of
responsibility and accountability that will be there when
we're supposed to be. So | think it's a philosophical --

25 honestly, it's a philosophical perspective on what we think
00021

1 our role is and how we want to do it.

2 MR. HAVEMAN. Is it teachabl e?

3 DR. FREED: Certainly, everyone that we have brought

4 into our unit has |earned that.

5 MR, HAVEMAN: COkay. | appreciate that very nuch.

6 DR PORTER  Rod?

7 MR. NELSON: Just a clarification. Parents of

8 children who are in the Medicaid managed care plans were



9 nore likely to | ook at the enmergency roons as primary care?
10 MS. CLARK: Not necessarily in Medicaid nanaged care,
11 Medicaid, generally. There seemto be a -- sonetines we

12 call it historical patterns of use that is fairly well

13 witten about, where it's the ERis on the radar screen for
14 those parents as a routine site of care in a really

15 different way than the parents of privately insured

16 children expressed.

17 MR. NELSON: So is there a recomendation in the

18 report on howto deal with that issue?

19 MS. CLARK: The biggest recommendation there is this

20 continuing need to educate parents on what you need to do
21 when your kid is sick, and then nmake sure that there's a

22 mechanismon the other end to respond. So if what we're

23 going to tell parents is, "If your baby has a fever higher
24 than 102 degrees, you need to call your provider," then

25 when they call the provider, sonebody needs to answer the
00022

1 phone and talk with them So we're missing it on tw ends
2 with the Medicaid population; first in educating the

3 parents what to do, and then ensuring adequate foll ow

4  through on those recommendati ons.

5 DR. PORTER: Are there any other questions fromthe

6 conmm ssi oners?

7 MR. WARREN: One. There was a reference to a need for
8 a new tracking systemor sone sort of a tracking system

9 Was that an automated one? Do you want to conment? |Is

10 that --

11 DR. KEMPER: The way the tracking system works

12 currently in the najority of health departnents is that

13 it's a plain paper-based systemwhere individuals try to

14 ensure that -- individuals within the health departnent try
15 to ensure the kids have follow up. And when they don't

16 have follow up, they call the fanily and try to get themto
17 go. And it's very difficult for themto try get ahold of
18 the famly, many tines.

19 In some of the health departnents that have devel oped
20 an automated tracking system the problemis that the

21 automated tracking system doesn't seemto inprove the

22 tracking within the health departnent. But overall it does
23 seemthat the mpjority of kids, regardl ess of what tracking
24 systemyou use, do have follow up. So what we've been

25 proposed and are working with various health departnents in
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1 is instead of tracking everybody is to track children who

2 are at particular high risk, for exanple, based on the

3 degree of their inpairment fromthe screen to ensure that

4 the kids who are at higher risk of having problens do, in

5 fact, get seen

6 DR FREED: | just want to say thank you very nuch for
7 all owing us the opportunity to be here and to work with the
8 State of M chi gan.

9 DR. PORTER. Dr. Freed, those are very, very

10 interesting coments fromyou and your coll eagues. Thank
11 you very much. And you have a handout that is avail able

12 for the nenbers here. And | should say while Dr. Freed is
13 passing those out, if there are others who would like to

14 testify before the conm ssion but have not put your nane

15 in, M. Joe Baunmnn, at the back of the room wll| be nore
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than happy to add to the list. W wll be here from--
until around 7:00 o' clock. And hopefully we'll be able to
get everybody an opportunity to testify.

The next individual who has requested to testify is
Dr. Thomas Veryser, the assistant dean, Community CQutreach
University of M chigan School of Dentistry, who will talk

22 about the University of Mchigan dental outreach program
23

24

25
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1  TESTI MONY BY DR THOVAS VERYSER

2 DR. VERYSER: Thank you. The program|'mgoing to

3 descri be for you is an educational programat the

4 University of M chigan School of Dentistry that was

5 initiated by public health clinics around the state who
6 were crying for help. They needed providers to provide
7 care for the patients they were seeing.

8 We started it back in 1997-98 as a pilot program

9 sending a few dental students to a conmunity health clinic

that was specifically a Federally-qualified health care
center. The program was very successful. And as we
approached ot her stakeholders, primarily the State of

M chi gan and the Departnent of Comunity Health, the

M chigan Primary Care Association and others, we deternm ned
that this was not a unique problemto this particular
health center, that it was statewide and that there was a
manpower -- personpower shortage, if you will, in providing
dental care to the Medicai d-served popul ation. Since that

19 tinme, we have through the gracious grant of the State of

20 Mchigan, achieved the funds to allow for many of these

21 clinics to expand, and to all ow our school to participate
22 throughout the state.

23 So we created a program W nade it mandatory. It

24 involves all of the senior dental students who currently
25 are out of our school and into clinics around the state for
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1 a period of three weeks, at least -- many of them | onger.

2 Today | learned just this afternoon that |I'm going to have
3 to expand that to five or six weeks, because we have a

4 | arger class conming up and we need to nake nore room at the
5 school. So we're going to automatically be expanding this
6 pr ogram

7 In addition to the 105 senior dental students we have
8 out this year, we have 25 dental hygi ene students, 12

9 graduat e students in the advanced education in genera

dentistry program 2 in the general practice residency
program and 6 in the pediatric dentistry program for a
total of about 150 dental care providers that we are adding
to the work force, if you will, of the public health
sector. These individuals are having their education
enhanced. And that's our prinary objective, of course, as
educators, is to inprove and enhance the clinica
experience of these students. But in addition to that,
we' re obviously providing increased access to oral health
care for the unserved, or underserved popul ation

Qur third najor objective is to provide the experience
of a public health center for our students and residents so
that they can have the experience of working with nenbers



23 of the profession who are used to serving the underserved.
24 1It's a different breed of cat. And it is a unique

25 experience that is literally changing the lives and the
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1 attitude of our students. Daily | have students coming to
2 nme, telling me how their future plans for practice totally
3 changed now t hat they've been out to these clinics. | have
4 one student, for exanple, who is from Seattle. He was

5 pl anni ng on going back to Seattle and run a private

6 practice who is now going to be joining the Hackl ey

7 Community Health Center in Miuskegon as a full-tine enpl oyed
8 dentist for at least the next two to three years, perhaps

9 forever.

10 W also, in this setting, our dental students and

11 residents get an opportunity to practice wth physicians,

with nurses, with other nenbers of the nedical and nursing
professions, PA's, who are working, providing a total

heal th nmedical hone, if you will, for the underserved
popul ation in these clinics.

Currently, the clinics that we are involved with are
all over the state. W have themin Saginaw, Bay G ty,
Grand Rapi ds, Muskegon, in Baldwin, Marquette in the U P.,
Traverse City through Dental Cinics North; Jackson
M chigan, and in Dexter we have a private practitioner
of fering an opportunity for our students to work with the

22 devel opnental ly disabl ed patients.

23 In addition to the State of M chigan and these

24 clinics, obviously, the Mchigan Prinmary Care Associ ation
25 has been involved, the Delta Dental Fund has been highly --
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1 intimately involved in providing funds to help support this
2 effort, and the M chigan Dental Association. So we've

3 created what | think is a unique group of individuals from
4 many, nmany di fferent sectors that have never had the

5 opportunity to work together for this common goal

6 The clinical enphasis in the clinics includes oral

7 surgery; a lot of oral surgical procedures, a |ot of

8 pedi atric dentistry. And in Marquette, that includes

9 operating renenber experience at both Marquette General and

Bell Menorial Hospitals. They do a |ot of genera
restorative dentistry. W're adding a | ot of endodontics,
periodontics, and prosthodontics to the nmix. And our
expectation and pl anni ng includes addi ng nore specialists
that are being trained in the various disciplines of
dentistry; the residents in those specialties being added
to the m x of students who rotate.

We | ook back on our acconplishnents and over the past
12 nonths, we have over 7,000 dental procedures being
compl eted. That's a very conservative estimte because
sone of our data from sonme of the clinics hasn't been as
i deal as we'd hoped. We're building an online data
reporting systemso that every patient, every procedure can

23 be adequately docunented for us.

24 The program has evolved from5 to 10 clinic sites in
25 the last three years. W expect that to continue, our
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1 evolution in size and in depth. Currently we have 12

2

graduates of this programin the |ast three years who are



3 now enpl oyed full-tinme as dentists in these comunity

4 health clinics. | just |learned yesterday of a young | ady

5 who's going to becone enployed at a public health clinic in
6 Ohio as a result of this experience.

7 In addition, the majority of the graduates report that
8 they intend to treat Medicaid patients, which is sonething
9 that the najority of dental practitioners don't do. And

10 the students are learning that there is a lot of reasons to
11 treat these patients. Financially is only a small one.

12 And they're being fed by this experience in ways that they
13 can't quantify. W find that we -- we expected this to

14 occur, and it is occurring. Good citizen dentists that are
15 being formed. Qur students |lives are being changed, and

16 their world viewis, indeed, being expanded.

17 Where do we go fromhere? Well, we expect, as | said,
18 to include nore specialties. W're developing |ive,

19 interactive conmunication between the sites and the dental
20 school and the specialists here at the school so there can
21 be online, real tine direct interaction for consulting

22 purposes, for educational purposes. And | think that in

23 the next couple of years we'll becone real viable across

24 the entire state, for all clinics whether we're sending our
25 students there or not.
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1 One of the things we face is sone creative sol utions

2 to our funding issues. And we're constantly trying to be

3 creative. As | was asked today to increase our capacity by
4 sendi ng students out nore, | immediately did the math and

5 said, "Well, how many nore could we send out if we added

6 nore weeks if we did, you know, whatever we had to do to

7 tweak the progran?" And so now we're going to request

8 students to go out on their otherw se vacation tine,

9 providing incentives for such behaviors -- selling it, if
10 you will -- and hopefully we will be able to increase our
11 capacity as we see the need to do so.

12 | wasn't directly involved in this process in the

13 planning. 1've been involved with it since it's been

14 initiated as a full-time program And | consider the whole
15 programfromthe planner's point of viewto really have

16 been an act of courage. It took a |ot of courage for these
17 conmmunity health clinics to conme to the University of

18 M chigan, the 10,000 pound gorilla, and wonder how t hey

19 were going to be received and how t he University of

20 Mchigan was going to react. It took a lot of courage for
21 the University of Mchigan to send its students out and

22 lose control, if you will, of their educational process.

23 It's taken a |l ot of courage on the part of the dentists

24 that work in these clinics to face the critical questions
25 that students ask every minute of every day. And it took a
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1 | ot of courage on the part of the State, the Departnent of
2 Community Health, to stick its neck out and fund this

3 experinment. And | congratulate all the partners;

4 congratulate all the stakeholders. And | think its success
5 speaks for itself. Any questions?

6 DR. PORTER  That's fabulous. Let ne first ask --

7 MR HAVEMAN. Jim why did it take us so long to

8 figure howto do this?

9 DR. VERYSER: Do you nean why did --
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MR, HAVEMAN. Wy didn't we do this 10 years ago? It
just makes so rmuch common sense. You know? And if | take
a |l ook at your presentation, it's been a win/wn
academ cally for the students as well --

DR. VERYSER: Ch, yes; it has.

MR. HAVEMAN. -- in their own clinical --

DR VERYSER. It has. The students -- in fact, our
big dil emma, the students enjoy this so nmuch that they
don't want to conme back here. You know, when we tal k about
expandi ng the weeks that they're going to be in Marquette,

20 Mchigan, a lot of people said, "Ch, ny god." You know,

21 who would want to do that? This is a classic exanple of

22 "How you going to keep themdown on the farmafter they've

23 seen Paree?" You know, we are showing themlife as it can
24 be lived, and they can't stand it, com ng back to the

25 confines of an academic environnment. |It's -- you're right.
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1 It's awin/win situation of the Nth degree. Wy it wasn't

2 done sooner, | think it's just the nyopia of tradition

3 Everybody just keeps plodding along the way they al ways

4 have. And we face sonething in this state that you all may
5 or may not be aware of, and that is we are up agai nst an

6 i mpendi ng shortage of dental practitioners that is going to
7 becone critical in the next 5to 10 years in our state.

8 And for the Medicai d-served popul ation, that's extrenely

9 foreboding. This particular program because it does get

10 students into those community clinics and | et them see

11 what's available, | think will help solve that problem --
12 for that Medicaid problem

13 MR. HAVEMAN: Do you have a paper or sonething you

14 could get to us on the pending shortage over the next 10
15 years --

16 DR VERYSER. | can --

17 MR, HAVEMAN:. -- that might hel pful for us to have?

18 DR. VERYSER: | can in concert with the M chigan

19 Dental Association, probably put sonething together

20 MR. HAVEMAN. That would be good to have. Get it to
21 Joe.

22 DR. PORTER: How would you see this program expandi ng?
23 | mean, what would you |like to see done, given the --

24 DR VERYSER Well, thereis alimt. There is a

25 |limt to what's practical. Qher states have done things
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1 like and | think it's good to see -- rather than try to

2 rei nvent the wheel, see what others have done. Col orado,
3 for exanple, they backed up the curriculumso that the | ast
4 termof school, they're totally out in community clinics.
5 And that would be, |like, a 15-week, 16-week rotation.

6 Currently, our students are going out 3 to 4 weeks. W're
7 going to punp it to 5 to 6 weeks in the next year. W're a
8 |l ong ways fromgoing to a 12- to 16-week venture. | see

9 that happening in tinme, | suspect, probably over 5 to 10

years. And that's all good.

Wien | -- |'masked on a weekly basis to provide an
overview of this programto inconing dental students,
students who are |l ooking at the University of Mchigan as a
possi bl e place to choose to cone for their denta
education. And overwhel mingly, the reason people are
signing up to cone to Mchigan is this program it's so



17
18

attractive to them It is unique in that it's fairly
conmprehensive. It's not unique totally to denta

19 education, though, so other schools are starting to offer
20 sonme work prograns.

21 MR, NELSON. Just a comment. | really commend you for
22 your program |In Macki naw County, Medicaid recipients have
23 to travel up to 50 mles to go to a dentist. And the

24 reason | know that, our long-termcare residents have to be
25 placed in a van, transported 50 mles because that's the
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1 cl osest dentist that will accept Medicaid. So this is a

2 trenmendous program

3 DR. VERYSER: The Medicaid programfor dentistry is

4 hi ghly weighted to children. And that's good, and it's

5 bad. You know, so the trenmendous unnet need that you're

6 tal king about is in the adult popul ation, especially the

7 el derly adult popul ati on, who are nore often going to be on
8 Medicaid. And that's where we, the state of -- we've |et

9 down. We've |let them down.

10 MR, WARREN:. Dr. Veryser, in point of clarification

11 when you say that the programis weighted towards chil dren

do you nmean towards the standpoint of eligibility?

DR. VERYSER: Yes; eligibility and benefits, scope of
servi ces covered.

DR. PORTER: Are there any other questions? Again,
f abul ous program

DR. VERYSER: Thank you

DR, PORTER: And keep it up. Thank you. The third
presentation today will be by Dr. John Billi, the Associate
Vice President of Medical Affairs. He is not here yet?
kay. |Is Lloyd Jacobs? Yes? GCkay. Fabul ous.
Dr. Jacobs, Chief Qperating Oficer at University of
M chi gan Health Science, Associate Dean, dinical Affairs,
at the nmedical school, to talk about the inportance of GVE
graduat e nedi cal education
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TESTI MONY OF DR. LLOYD JACOBS:

DR JACOBS: Dr. Porter, conmissioners, | thank you
for letting me do this. | appreciate the chance to be
here. Unlike the previous speakers, | don't have a cogent,
conpl eted or near-conpleted story to tell you. The fact is
graduat e nmedi cal education is, in nmy opinion, currently in
a state of crisis. And if | amsuccessful today, | wll
list for you sone of the problens, some of the pressures
upon it and the inportance of our beginning to think
t oget her about those issues.

The fact of the natter is that graduate nedica
educati on nay be the npbst inportant segnent in the life of
a physician. | speak now of that segnment of a person's
career that begi ns upon graduation from nmedi cal school and
ends somewhere between three and ei ght years |ater when
that person is eligible for Boards in various disciplines
and a fully trai ned surgeon or pediatrician or whatever.

That segnment of a person's career is, as | say,
perhaps the nost inportant segnent. It is the tine when a
person's identity is nost formed around the specialty in
front of that person. The depth of the understanding, the
identification of nyself, say as a surgeon, happens nore
during that segnment of a person's career than during
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col | ege, nedical school, or subsequent careers. It is
during that segnment when a person takes on the identity of
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the pediatrician, a psychiatrist or what have you.

There's a huge anount of information that's exchanged
and received by the trainee during that period of tine.

But perhaps as inportant as that is this intensity of
identity with the nores, with the way that people behave as
a physician. So this is areally inportant segnent of a
person's career.

In addition to that, it's inportant because this group
of people spending, as | say, sonmewhere between three and
eight years in an institutional setting have cone to
constitute a huge anmount of our work force. A trenendous
pi ece of the work that occurs in hospitals is done by these
people in this setting. In high end institutions, they are
the surgical assistants, the first and second surgi cal
assistant. They do nuch of the witing of orders for
adm ssion and di scharge and nedications. And in an
institution like ours, if you analyze 100 charts for the
actual witing in the order sheet, well over 90 percent of
the entries on the order sheet are entered there by
physicians in this category. That is not to say, | hope,
that in nost of our institutions they aren't appropriately
gui ded and supervised by old folk Iike me. But the people

23 who put pen to paper are alnpbst always in the hospitals in
24 this category. So the pressures that have been brought to
25 bear on these fol ks have been trenendous over the |ast 10
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1 years.

2 First of all, there's been a relentless increase in

3 wor kl oad. Everybody understands that hospitals are once

4 again full, busy. The nore there are technol ogi cal things
5 to be looked after in hospitals or for that matter in

6 out patient areas where these fol ks work, the greater the

7 nunber of entries to be made in those charts; the greater
8 the anount of information, know edge, that's required to

9 take -- carry out this. And it's inportant, | think, to
10 notice that as length of stay in hospitals has decreased,
11 there's a -- the whole stay has been conpacted nowadays.
12 The tine between adnission to a hospital and di scharge from

a hospital is virtually continuous.

And so the piece of work that constitutes the
adm ssion to a hospital, the witing of docunents, the
creation of care plans, the witing of orders is virtually
continuous with patient education that happens on the other
end. And it's probably worth noting that in a nunber of
maj or hospitals, including ours, the -- for the first tine

20 ever, in history, the length of stay has di pped bel ow five
21 days. And that neans that the patient is never outside of
22 this sort of state of flux in which the work load is

23 trenmendously intensive.

24 So work load is increased. There's been mmjor issues
25 raised nationally and locally concerning the ability to
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1 teach in a nlieu like that with such discontinuity.

2 Formerly, patients night have been in the hospital 10 or 15
3 days, with plenty of time for students and residents to



4 interact, to get to know the patient, to understand

5 sonmet hi ng about the patient's life and |ife before the

6 hospitalization, |ife after the hospitalization; all that's
7 gone now. |If you're lucky, you might see the patient

8 before the operation, nost of thembeing adnitted to

9 surgi cal services being admtted on the day of the

10 operation. No |onger do these students, these trainees

11 have the luxury of visiting the patient the night before to
12 get to know them and then studying the case the next day.
13 The great mpjority of cases are admitted, as | say,

14 the day of surgery, even high end -- valve replacenents in
15 heart patients and so forth are adnitted the day of

16 surgery; very little tinme for that interaction to occur

17 Finally, there's been a trenendous anount of pressure
18 fromnew regulatory clinmate on the teaching here. And nost
19 of you know, and | won't review the history of an audit

20 undertaken five or six years ago by HCVA, then HCVA,

21 concerning the supervision of residents and the

22 requirenent, very strict requirenments, for docunentation of
23 resident supervision. Mre recent, and therefore nore

24 relevant, is the inposition now of work linits, |ong

25 overdue. Absolutely required, in my opinion, for a nunber
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1 of reasons: humanistic, safety and ot her reasons, but

2 still dramatically changing what it is a resident can do;

3 dramatically reducing our availability to this work force
4 in hospitals Iike ours.

5 So we have in front of us a trenendously inportant

6 function froma care delivery perspective and, in ny

7 opi ni on, even nore inportant for the future of nedicine,

8 even nore inportant for the high quality delivery of care
9 to future generations, the training of these people. A lot
10 of pressure on it, fiscal pressures, regulatory pressures,
11 and so on. And, frankly, no quick solutions to that. But
12 still a set of problens that | believe that we need to

13 joint together to try to deal with.

14 The problemthat is perhaps nost of all in front of us
15 at this point is this issue of an 80-hour work week and

16 specific requirenent for rest tine between. Now, as | say,
17 | want to dilate on that just a nonent, if | may. First
18 of all, that's good. It is entirely appropriate that this
19 resident work force | ooks Iless |like indentured servitude
20 than it did 10 or 15 or 20 years ago. Frankly, that's what
21 it did look like, and it wasn't appropriate that we built
22 so much of our care-giving apparatus on the backs of these
23 people.

24 On the other hand, taking sone of that away and

25 requiring tinme off, requiring shift changes requires that
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1 we | earn sone things we really never |earned about before.
2 How to create continuity in the face of required handoffs,
3 for exanple, is not one of our best skills. It is a new

4 set of problenms that we need to undertake. It clearly is
5 going to cost nore if a personis linmted to a certain

6 nunber of hours. It is not at all clear how many hours

7 these fol ks actually work. It turns out it's widely

8 vari abl e, sonme being in the range of 50 hours a week,

9 ot hers approaching, in fact, 100 hours a week.

10 You will recall, of course, that these requirenents
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grew out of the events in New York state, where safety was
identified as an issue. And as | say, | strongly support
this in terns of these people now being in these prograns
for sonmetines five, sonetines seven years. They have
children, they have lives, they have famlies, they have
other responsibilities. So | believe this is the right
thing to do. But it is going to have a major inpact. And
it has already begun to do that. And we are westling with
t hat .

So | believe that this comm ssion has in front of it
this issue which constitutes, perhaps, the single nost
i mportant public health issue; the single nost inportant
work force issue that you're likely to face in your tenure
as a comi ssioner. Each of our large institutions depend
heavily on these people, on this particular work force, for
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continuity, for quality. It is no exaggeration, in ny

opi nion, to say that the presence of these people 24/7 on a
Thanksgi ving and Christmas day in the hospital constitute
the single nost inportant underpinning of quality in |arge
medi cal centers. They are the thing that distinguishes

pl aces |like DMC or University of Mchigan and allows us to
take care of these incredibly conplex, difficult patients.
I'"d like to think it was ny being at the University of

M chigan, but frankly, it is not. It is these folks being
there 24/7 that distinguishes us.

So we're going to have to figure out ways to
substitute that work force, to unload that work force from
some of the work they've traditionally done, like starting
I.V.'s and draw ng bl oods and being patient couriers and
substituting as x-ray technicians and so forth. And if all
of that weren't enough, gentlenen, we are | ooking down the
road at a huge influx of baby booners into the system al
of whom are going to be requiring, expecting, the kind of
care that institutions |ike ours can and nust deliver to
t hem

So this probably constitutes the nost inportant
probl em we have at the University of M chigan, about 900 of

23 these. Recently a overall cap based on 1965 census for

24 these fol ks was inposed, which is in the range of 700. W
25 have many of those; 200, that disparity, rotated other
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1 pl aces, other hospitals. That figure, the 900 figure,

2 i ncl udes 100-odd sal ari es and positions at the Ann Arbor

3 VA. But we are 20 or 25 people over that cap. And

4 i mpl ore you, frankly, to -- | urge you to consider the

5 continuation of the funding that's inplicit in the Medicaid
6 in the future because of the inportance of this particular
7 work force; and to engage in this very conplex set of

8 interlocking problens that to my mind, as | say, constitute
9 the single nost inportant work force issue in front of the
10 State of Mchigan at the current tinmne.

11 So |l didn't give -- | will be happy to take questi ons,
12 because | hope raised questions. | certainly don't have

13 answers.

14 DR, PORTER: Well, thank you very much. And this is,
15 indeed, an extrenely inportant point. Wth the change in
16 working hours as well as HCVA and CM5's change in scope of

activities, do you feel that the residents are gaining the



18 |earning experience that residents in bygone years | earned

19 in the time they have available? O do you feel it's going
20 to mean |onger residency periods to be able to devel op the

21 sane skills that, after all, there's a very |arge conmponent
22 of apprenticeship within --

23 DR JACOBS: | think this is, in fact, an

24 apprenticeship, Dr. Porter. | think that correctly

25 characterizes the nmethodol ogy, the pedagogi cal mnet hodol ogy
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1 that we have all evolved to. | believe that they are

2 getting excellent training. It is so much nore intense

3 that it's nore packed in. There is less down tinme. And

4 do not believe that residencies, training prograns, should

5 be |l engthened. They are already inordinantly long for sone
6 of these high end people. | wll have operating with ne on
7 this Thursday a young person who is 34, who's been in

8 trai ning over eight years. And to extend that by any -- to
9 any degree is unreasonable in terns of the inpact on one's

10 life.

11 Furthernore, as a public health issue, Jim to linit

12 these folks at both ends, that heavy duty kind of work

where you have to sort of stop about 65 and you don't get
started until you're 35, conpresses your career to such a
degree that there's econonic issues involved. So, no, sir,
| do not believe they will be | engthened. | believe
they're being wonderfully trained in nost of our centers at

18 this tine.

19 DR PORTER  Larry?

20 MR, WARREN: Dr. Jacobs, is there -- is there

21 sonething in particular that can connects GVE to the

22 Medicaid population? |s there sonmething about this

23 particular population that requires nore attention than

24 others, if you will?

25 DR JACOBS: VYes; thank you. | think that the thing
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1 that these fol ks contribute to nost of all are very

2 compl ex, very difficult and indigent poor people. And so
3 believe there is sonething that -- there is a comopn

4 denom nat or here. Medicaid people frequently, for reasons
5 that you heard from Gary Freed and others, cone to an

6 institution di sadvantaged, either froma health perspective
7 or soci oeconomni c perspective. They need the underpi nni ngs
8 that -- and the supports that that work force offers nore
9 t han al nost anyone.

10 And for better or for worse, we have chosen

11 traditionally, to support various indigent groups, be they
12 veterans or others, by use of this particular work force.
13 | personally don't feel that's a good idea. I'm-- | think
14 it's right and proper that we evolve fromthat. But there
15 is still sone of that.

16 MR, HAVEMAN:. Dr. Jacobs, | always find it interesting
17 about the evolution and the history of graduate nedical

18 education and how it happened. In Mchigan, you know, we
19 put alnost -- | think about 180 nillion of Medicaid noney
20 into GVWE. Sonme states do, some states don't. W don't

21 have to.

22 DR JACOBS: Right.

23 MR, HAVEMAN:. Medicare puts sonme of it into graduate
24 medical education as do private insurance. |If you add it



25 up, you get alnost $1 billion that comes into M chigan
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1 t hrough graduate nedical education. Does that nake you

2 nervous, a formula |like that? And is this the type of

3 formula that is going to carry graduate nedical education
4 for the next 20 years? O is there a better nodel to use
5 than the current one that's in place for graduate nedica

6 educat i on?

7 DR JACOBS: That nodel makes me nervous. | do not

8 have a better one.

9 MR, HAVEMAN:  Ckay.

10 DR. JACOBS: | believe that graduate nedical education
11 is extrenely expensive. Replacing these people -- for the
12 reasons that | nentioned make it necessary to repl ace

13 them-- is extrenely expensive. There will be a huge cost
14 borne by various elenments of our industry, our state, as
15 this thing evolves. But | also believe, Jim | believe it
16 firmy, that it's worth it. |[|f the University of M chigan
17 has a single value proposition, if the academni c nedicine

18 has a single value proposition, it is this: That the very
19 best quality and cost efficient nedical care is delivered
20 in a setting where research and education is an integra

21 part of the daily life. | believe that to ny core. That's
22 why |I'mhere. That's the fundanental val ue proposition of
23 what we're doing. And | amconvinced that -- we need to
24 count it up carefully. |'mnot saying -- suggesting that
25 noney should be thrown at this problem But | believe it
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1 wWill ultinmately turn out to be worth it.

2 MR, HAVEMAN:. Thank you

3 DR. PORTER: | think this is a very inportant area and
4 | think it would -- hopefully we'll hear a | ot nore about
5 it because this is the future of our nmedical work force.

6 Thank you so much, Dr. Jacobs. | pronised the

7 comm ssioners that after the third presentation we'd be

8 able to take a five-minute break for the -- just to make

9 sure everybody's fine and that we can cone back. So if we
10 can reconvene at 20 past 5:00, that will be fabul ous.

11 (O f the record)

12 DR, PORTER: Well, naybe we can reassenble. 1'd |ike
13 to suggest that we can get together. Just as a point, if
14 there's still folks who would like to put in testinony,

15 then please let M. Baunmann know and he'll bring it up

16 The next presenter is Janet O szewski, Vice President,
17 Governnent Prograns -- Dr. Billi just arrived. Well, let's
18 get back on track, then. Yes, because Dr. Billi was

19 earlier. Dr. John Billi is the Associ ate Vice President,
20 Medical Affairs and the Associate Dean of Clinical Affairs,
21 University of Mchigan, and will talk about outcones-based
22 nmedicine here at the university. Dr. Billi?

23

24

25
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1  TESTI MONY BY DR JOHN BI LLI

2
3
4

DR. BILLI: Thank you very nuch, Dr. Porter and
menbers of the conmission. It's really a pleasure to be
abl e to address you today regarding a few comments fromthe



5 University of Mchigan and fromny perspective on what we

6 can learn fromthe novenent of evidence-based nedicine and
7 best practice that can help and formthe future of Medicaid
8
9

in the State of Mchigan. |'ve provided the conm ssion
with a coupl e page handout entitled "Comments for the State
10 of Mchigan Hospital Advisory Conmittee." 1've also
11 provided several exanples of a number of other pieces of
12 paper that 1'll refer to. | know that you won't be able to

13 go over these during the neeting today, but | thought they
14 mnmight be helpful for the nenbers and for their staff for
15 the future to try and put sonme of ny comments into context.
16 | have a very sinple presentation, actually, for you
17 all today, even though there's a | ot of paper passing

18 around. The few points that | want to nmake, essentially
19 sunmarized on the sheet that has ny nane at the top, and
20 then says in bold print, "Evidence-Based Medicine,"

21 essentially the points that | want to nake are as foll ows:
22 That substantial variation in the use of health care

23 services occurs in the State of Mchigan. This variation
24 consists primarily of underuse and overuse of services for
25 health care; that within each area of health care in which
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1 there's over- or underuse, the optimal care can be defined
2 through a process of evidence-based practice guidelines;

3 that either overuse or underuse can harm beneficiaries and
4 worsen costs so that both of these problens | consider

5 equal ly inportant; that evidence-based guidelines al one are
6 not adequate to inprove to care. And then | have a couple
7 of recomendations that | think would be hel pful for the

8 comm ssion to look through. So I'd like to go through

9 these in a couple -- inalittle nore detail and try and
10 set the stage for sone of ny coll eagues who will be

11 speaki ng afterwards.

12 First of all, | brought one copy for the conm ssion of

13 the book produced through Blue Cross/Blue Shield, with the
14 help of the folk fromDartnouth on variation in the State
15 of Mchigan. This book docunents, for the conmercial Blue
16 Cross popul ation, a huge anmount of variation in the

17 provision of health services by geographic region in the

18 state. There are anple exanples in there of both underuse
19 of services of proven benefit, such as vaccines -- vaccines
20 for children, vaccines for the elderly for the prevention
21 of influenza or pneunpcoccal pneunoni a.

22 In addition, underuse of services for specific
23 popul ations, such as the henopgl obin A1C test for the
24 nmeasurenent of adequacy of diabetes control. There's also

25 underuse of chol esterol |owering therapy for those with
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coronary disease, diabetes or high |ipids, and i nadequate
use of ACE-inhibitors and beta bl ockers for those with
heart failure. So those are a few of the exanpl es of the
underuse of services. That's highly variable across the
state, but there are pockets where those services are |ess
used than they shoul d be.

In addition, there's a second category of services in
which there's overutilization including exanples |like plain
sinus x-rays to diagnhosis sinus infections or spine surgery
when a person hasn't gone through a conservative nanagenent
trial or antibiotics for respiratory infections. There's a

PPRPOOO~NOOUOIRWNE
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coupl e of exanpl es of overuse of services.

Wthin each exanple, the optimal use can be identified
through a process of evidence-based guideline devel opnent
and deploynent. At the University of Mchigan, we have a
conmpr ehensi ve process for the devel opnent of evi dence-based
gui del i nes. Those gui delines, we carefully think through
whi ch questions we'll approach, ones that are high risk
hi gh cost, high frequency were the evidence is known, where
a gap exists. And we then set a teamin place to devel op
the guidelines through a very conprehensive process that

22 reviews all of the literature systematically and then puts
23 the guidelines together with an expert panel, feedback from
24 our clinicians. W then deploy themthrough a education
25 process.
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1 Now, either the overuse of services or the underuse of
2 services not only can harmthe beneficiaries, but it can

3 al so cost us noney. The overuse of services, it's pretty
4 obvi ous how t hat noney can be wasted there. |If folks are
5 getting sinus x-rays for the diaghosis of sinus infection
6 i nstead of the nore appropriate techniques, that wastes

7 resources that are better spent where there's actual val ue
8 in documented evidence. But it's clear also that underuse
9 of services can al so waste noney, because sinilar to a

conmpany |i ke Ford Mdtor Conpany, the Medicaid program has
some of its beneficiaries for life. So even if you're not
saving noney in the 4th quarter of 2002, you have the aged,
blind and di sabl ed, essentially, for the rest of their
lives. So for that population, if we're able to do
services, performservices nore appropriately even if it

nm ght raise costs in one year by performing nore services
on di abetics, people with heart di sease, we hope that we'll
be able to save noney in subsequent years by preventing
folks with diabetes from going on to end-stage rena

di sease or folks with di abetes from devel opi ng nore seri ous
heart problens and then ending up in a cycle of adm ssion
after adnission for heart failure. So in a way, these

23 people are sinmlar to other enployers who keep their

24 populations for life. And any investnment that we can make
25 that will decrease their future use of services can be
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1 consi dered a prudent investnent froma cost perspective, in
2 nmy opi ni on.

3 Now, there's plenty of evidence in the literature that
4 the excellent kinds of practice guidelines, sone exanples

5 of which I've circulated to you, and many of the

6 institutions that you represent have progranms, |'m sure,

7 that have endorsed evi dence-based guidelines. But there's
8 good evidence that just having guidelines al one never

9 i mproves the care of the patients. Oten when these are

10 nmiled to doctors, they'Il find they're conflicting;

11 they'll toss themin the trash bin. They may gl ance at

12 them quickly, but they don't take them seriously and really

change practice. The guidelines, to be effective, have to
be in -- nested in a nedical and di sease nmanagenent program
designed to try and help the patients -- help the doctors
manage the patients. The guidelines have to be distributed
in a way where there is educational prograns so the doctors
know how to use them They have to have the hel p of nurses
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and others who are figuring out whose not getting the
needed services in their practice and can devel op prograns
to identify those people and reach out to themto receive
t hem

Now, programs |ike nedical and di sease managenent
prograns that we found effective in dealing with indemity
popul ati ons, conmmercially insured populations |ike Ford and
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Ceneral Mtors, those kind of nedical and di sease
nmanagenent prograns can't be sustained on the basis of fee
for service reinbursement. The anmount of noney a physician
gets for the individual service they provide is never going
to be adequate to cover having a nurse that phones about --
phones a patient with congestive heart failure or diabetes
to ask them So we believe that the current rei nbursenment
nodel under Medicaid really doesn't encourage the kind of
coordi nati on of conplex care, the coordination of these
aged, blind and di sabl ed people so that they'll be able to
receive the best care. |If the only thing you're

rei mbursing a doctor or a hospital for is when they have a
visit or a procedure or they're hospitalized, then where
will the reinbursement come fromto pay for all the other
servi ces needed to glue care together and nake the care
function seam essly, to try to get ahead of the patient who
hasn't shown up for a visit for three or four tines but who
has di abetes or asthma, to reach out to them So | think
we need to think about new rei nbursement nodels for the
Medi cai d system besides just chasing individual fee for
service reinbursement.

Now, the State's experience with capitated health care
through Medicaid-qualified health plans was an experi nment
to see if we can try and rearrange the financing and try
and cover sone of those care nmnagenent services. But
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unfortunately, capitated nanaged care has had a difficult
time covering those kinds of care managenent progranms. For
one thing, doctors and patients when they receive help with
care managenent from a nanaged care plan don't al ways
receive it as favorably as they do when its coming from
their own coll eagues. They sonetines are suspici ous
because it's conming froma health plan, they nmay perceive
that the nain goal is to try and reduce costs rather than

i mprove quality. And so even under capitated care, if |
was the doctor in my comunity who had the best reputation
for managi ng Medi caid beneficiaries with asthna or diabetes
or heart failure and | was able to attract those sickest
patients who wanted to reward me by -- reward ny excellence
in these areas by having nore and nore patients who have --
especially recalcitrant diabetes or resistant heart

failure, there's no way that the rei nbursenent nodel s under
the managed care plans that at | east have been tried to
date, would actually reward ne for the infrastructure ny
office we need to be able to do a superb job managi ng those
f ol ks.

So | ask the commission to think about alternative
nodel s we can use besides the experinent in fee for service
that's gone on for decades, and the nore recent experience
with capitated nanaged care. | don't think either of those
nodel s really encourages the devel opnent of systematic



00053

1 prograns to try and identify the highest cost beneficiaries
2 and nove theminto a setting; help them help their doctor
3 to really get the care they need.

4 So | have a few suggestions for you that | finish ny

5 comments with that are listed at the bottom of ny handout.
6 One is that we have an initiative in southeast M chigan

7 called the Mchigan Quality |nprovenent Consortium It

8 i ncludes six health plans plus Blue Cross, the University

9 of M chigan health system M chigan State Medical Society
10 and M chi gan Gsteopathic Association. And |I'm pl eased that
11 MDCH has had G ovannino Perri at many of these neetings as
12 well to try and integrate M Qic's consortiumof quality

13 inprovenment with the State's actions. So | certainly

14 encourage that the State continue to support and sponsor

15 that kind of initiative. The Mchigan Quality | nprovenent
16 Consortium or MQic, their goal is to devel op comopn

17 guidelines across nmultiple conditions so doctors don't have
18 one guideline for the diabetic patient from HAP, one

19 guideline for the diabetic patient from MCARE, and a third
20 one for the diabetic patient who happens to be in Medicaid.
21 In addition, that group works on common measurenents

22 for these, so that | won't, in ny office, have a team cone
23 in fromHAP, and then a teamcone in from MCARE, and then a
24 teamcone in fromBlue Cross, and a teamcone in from

25 Medicaid, each using different criteria to evaluate ny
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1 care; each giving ne an inconplete profile of ny care. So
2 that's reconmendati on nunber one, support the M chigan

3 Quality Inmprovenent Consortium The University of

4 M chigan's invested its tinme and effort heavily to try and
5 get that nmoving forward. And we certainly hope the State

6 will support it as well.

7 The second, on B, support the Sout heast M chi gan

8 Quality Forum Although to date this has focused on the

9 auto's, UAWand the large health systens in southeast

10 Mchigan, | think the State of M chigan deserves a seat at
11 the table. This is the only consortium of payers/providers
12 that is systematically trying to inprove quality of care in
13 southeast M chigan, a place where nost of the Medicaid

14 beneficiaries are located in this state. That group tries
15 to coordinate quality inprovenment prograns. And as | said,
16 the U of M has spent a lot of tine trying to get -- keep
17 this programon track. And we'd appreciate the State

18 helping us out with that.

19 The third recommrendation that | have has to do with

20 investigating innovative health plan structures, like the
21 ones that the U of M has worked on for Ford and Cenera

22 Motors, Partnership Health and ActiveCare. These programns
23 still allow fee for service rei nbursenent, so there's no

24 di sadvantage to a doctor or a health systemfromattracting
25 the sickest patients in the popul ation, yet they reward
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1 themwi th care nmanagenent support. So if | have a sick

2 di abetic, | can call a health navigator in Partnership

3 Heal th and say, "Can you help nme with this person? Can you
4 get himinto this clinic and hel p me manage hin? Can you

5 call himon Thursday? Call himon the Monday after



6 Thanksgi ving and make sure they haven't had too nuch turkey
7 and need to have their insulin adjusted?" That kind of

8 hel p at | east two of our large private purchasers of health
9 care in the state have nmade investnent trying to understand
10 different nodels of health care. And you'll hear about a
11 few nore of those kinds of innovative nodels fromthe next
12 speakers. But | would encourage the State to think outside
13 the box because |I think that the old treadm || of |ow

14 reinbursenment to physician per unit service, a physicianis
15 providing service and the only way they're getting

16 reinbursed is by the services they provide, is not going to
17 solve the high percentage of health care costs that's

18 comng fromthe snall percentage of aged, blind and

19 disabled, a population with a ot of very special needs.

20 So | know |I've gone through a |l ot of material fast,

21 but | understand that you and your staff will be able to go
22 over sone of the sanples that |I've given in sone of the

23 materials. |'ve provided exanples of the guidelines we

24 use, an article on the guideline devel opnent process we

25 wuse. |'ve provided a pharnmacy card that's been devel oped
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1 to try and sort through the Tower of Babel of which ACE

2 inhibitor is preferred by which health plan in this state.
3 And you'll notice that we have a colum on the side for the
4 Medi cai d program because our doctors now need to know if a
5 patient's in this plan or that plan or has Medicaid,

6 there's actually a different preferred drug. And |'ve

7 provi ded one copy of our conplete guideline book that

8 you're wel conme to peruse. That's the |oosel eaf binder

9 that's at the end of the table; and one copy of the

10 Dartnouth Atlas that Blue Cross produced about the

11 wvariation.

12 I'd be glad to answer any questions or el aborate on

13 anything if that would be hel pful.

14 DR. PORTER: Thank you very much. And thank you for

15 providing this information. W'IIl be certain to go through
16 it, because | think it is interesting. And these drug

17 «cards, | was just looking at it nyself. They're absolutely
18 fabulous. Now, you nentioned the guidelines have to be

19 sort inculcated into the framework --

20 DR BILLI: Yes.

21 DR, PORTER. -- of the health care system And

22 presune that it's intw formats. Firstly, there nust be a
23 mechani sm for physicians and health care providers to

24 sinmply get that information. It nay be easier in the

25 electronic age, physician order entry, et cetera. But are
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1 you also bringing it down to the sort of nedical student,

2 resident |evel so that the physicians of tonorrow --

3 because | renenber for nmany of us, the best guidelines were
4 the ones we wrote.

5 DR BILLI: WIlI, you're right on target, Dr. Porter.

6 In fact, a lot of the inplenmentation of the guidelines

7 begi ns when they're being devel oped. That is, who you

8 i nvolve in developing it can help you with the

9 i mpl ementation later. Each of the guidelines that the U
10 of M works on, which | have exanples here, have a prinmary
11 care physician | ead and a specialty physician | ead, often
12 several, so we don't get into a shouting match where
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gui del i nes produced by one group and then the other says,
"Well, it doesn't really reflect ny practice." They go
through a systematic process of searching the literature,
evaluating it, and then distilling it into questions.

Then the drafts of the guidelines are circul ated
extensively. And it's during that process that we actually
begin the inplenmentation. Nomnally, it looks like it's
actual ly approving the guideline, but in reality the group
is getting standardi zed to this as they see different
versions of it. And the ones who didn't know, for exanple,

23 that beta bl ockers are now first line therapy for certain
24 types of heart failure, they may be a little behind the

25 time, they start to see that. They see it in the
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1 gui deline, they look at the reference. So that's part of

2 the process.

3 And then after the guideline' s been through that

4 process and formally endorsed, including by our clinical

5 | eadership at the U of M health system it then goes to

6 the clinical departnents that are affected by it. And they
7 do one of the teaching conferences where the sol e purpose

8 of the conference is the guideline; essentially go through
9 the guideline in detail. And then the group -- it's very
10 interactive so the general internist in the audi ence says,
11 "well, | didn't know -- why would you do that? Wy would
12 you want to treat twi ce, once for three weeks and then once

for six weeks with sinusitis, before getting a CI? And why
woul d you never get a screening sinus filn?" So we work
t hrough that.

In addition, then, all these guidelines are avail able
on the web, both on an externally available website for
conti nui ng nedi cal education, but on our internal website,
on our clinical record. W have an el ectroni c nedical
record. That electronic nmedical record that our doctors
all use in taking care of patients has a little reference
button at the top. And | can get -- | was practicing
today, in fact, and | referred to these six or seven tines

24 during the day.

25 Li kewi se, there are books |i ke the one | have here
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1 that are on the shelves. These are in teaching clinics

2 where we have nedi cal students and residents and we teach

3 them not just what the guideline says but where the

4 guideline is located so they can go to it, wherever they

5 are in the systemand get nore information. W then track
6 performance on the guidelines and report back to the

7 physi ci ans what ny percent of patients who' ve gotten an AlLC
8 anong di abetics and who've gotten -- and for whomthat

9 value is an acceptable level. So | get reports back on

10 that, based on the audits that we've done in our

11 popul ation. Because until | receive feedback, | nmight have
12 it in ny head, "Oh, yeah. Al ny diabetics need eye exans?
13 Yeah, they're all getting them" And until | actually see
14 the popul ation back, get that kind of detail ed feedback

15 then the guideline doesn't really sink in.

16 DR, PORTER: Otentinmes guidelines that are devel oped
17 by academic institutions have a sort of sense -- of

18 proprietary sense; | nean, "This is the way we do it and

19 this is our guideline." Do you see the collaborations that
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woul d al l ow j oi nt gui deline devel opment or guideline
devel oprment goi ng outside of the University of M chigan

22 system and being able to be sonmething that woul d becone

23 nore Mchigan oriented?

24 DR BILLI: Another good question. Two initiatives

25 have made a big inprovenent in the very inportant problem
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1 W wanted to avoid the concept that our evidence-based

2 gui del i nes woul d be "ivory tower" guidelines and not

3 applicable to clinical practice. And so we include in the
4 gui del i ne teans, physicians who spend nost of their tine in
5 practice but who are still U of M faculty. After that,
6 we wor ked col | aboratively with MCARE and Bill Hernman, an

7 associ ate nedical director of MCARE, facilitates this

8 process, where they use the clinicians who are physicians
9 in MCARE and | eaders of groups but not |ocated at the U of
10 M, to work through the guidelines. Once again to get

11 inside it and stretch it out and say, "Wiy is it that you
12 have so many cc's of amiotic fluid is defined as this

13 level of problen?" And that process is inportant to nmake
14 sure the guideline will play in Peoria. But it's also

15 inportant, even nore so, to nake sure that those fol ks fee
16 |ike they have a sense of ownership in the guidelines.

17 Because until you've gotten into the nmiddle of this

evidence for it, if you're a skeptic in general, you're
going to say, "Ch, that was produced el sewhere for use
el sewhere. "

The other thing we do to avoid the sense that these
are, you know, U of M or ivory tower guidelines is that
wher ever possible, we drive themoff nationally created
gui delines. But we don't just accept them You may know
fromyour own field of expertise that the Anerican Cancer
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Soci ety regularly produces guidelines that are not
evi dence-based: Reconmendi ng PSA's for, you know, for al
nmen, and reconmendi ng mammogr aphy at 40. You know, they
have their own agenda. And unfortunately it's not always
based on the evidence. And so when we do use nati onal
gui del i nes, we | ook carefully at who devel oped them were
they sponsored by a pharnaceutical conpany or by an agency
that has a particul ar advocacy agenda, which |I respect, but
we need to understand. And a lot of tines we will vary
fromthe nationally devel oped guidelines. That |oca
adaptation results in a little variation, but it's a small
price to pay for having it feel confortable.

The second issue, regardi ng di ssenination of
guidelines is | nentioned with regard to ny
reconmendati ons, MQic, or the Mchigan Quality

| mprovenent Consortium it already covers over 6 mllion
lives in the State of Mchigan. |It's the nedicine
directors and health plan executives fromthe plans -- al
the large health plans: MCARE, HAP, BCN, Care Choices, the

sout heast M chigan plans, Blue Cross/Blue Shield, Blue Care
Network. And they've agreed to conmon gui del i nes, conmon
nmeasures, and comon net hodol ogy to go into doctors offices
to nmeasure

And that's where we can start taking some of the
redundancy out of the system so that you don't have to
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1 send a teamin, you don't send a team and you don't.

2 I nstead, we have one teamcone in through a trusted

3 intermediary |ike MPRO or one of the health plans being

4 desi gnated for a group of doctors doing the eval uation on
5 retinal exams once and then producing a whole profile for

6 the doctors. There's lots of HPPA and confidentiality

7 challenges in trying to do these cross-health plan

8 evaluations. But that's the way we'll take sone of that

9 unhel pful work out of the system and produce useful

10 information for the doctors, one disease at a tine.

11 DR. PORTER: Thank you. JinP

12 MR. HAVEMAN. One of the npbst gratifying things on ny
13 career last year has been really being introduced to the
14 wide range of evidence-based centers around the state that
15 CMs and others fund, including the -- is it the Cochran --
16 DR BILLI: Cochran coll aboration

17 MR, HAVEMAN:. -- collaboration that's been goi ng on

18 And it's been, like, a newthing for me. And | wonder

19 where I've been all ny life. And | would really hope --

20 and | know this is ny last conm ssion neeting, but | would
21 hope that this commission, as it nakes it's report, can

22 really say very clearly that, you know, the |egislature

23 should really fund initiatives without it being

24 evidence-based. And that we, in Mchigan, |ook at what we
25 can do to put together a evidence-based center that we can
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1 utilize. And whether it's connected or -- but we have to
2 really bring that to the foreground of all decisions we

3 nmake, whether on nedi cal devices, on procedures. | nean, |
4 can take you to 50 community nental health boards, and

5 they're providing treatment to bi-polar persons probably 50
6 di fferent ways. Now, what's the best way to do this, and
7 then to adapt it? So | think this is just going to take

8 of .

9 And | think what we all should begin to realize, what
10 you just said, Doctor, is how nuch of the evidence that we
11 have received has not been based on good evi dence-based

12 research. It's been biased, it's been physicians paid by
13 pharnmaceutical conpanies, and the |ist goes on. And |

14 think we're all realizing -- but there is so nuch interest
15 noney fundi ng research nowadays that we have to rise above
16 that and really fund sone fine evidence-based prograns that
17 can be objective. And | just conmmend what M chigan's

18 doing, but also we need to expand it and even to get the
19 general population of treating doctors and hospitals to use
20 evidence-based is tough to do.

21 DR BILLI: Wll, it is very difficult. As | said

22 before, mailing the guidelines out to doctors is woefully
23 inadequate. That's why we're trying to work on nodel s.

24 And | nentioned in ny comments -- and | apol ogi ze for

25 dunping a | ot of handouts on you. | know that probably was
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1 di stracting for you. But | thought somehow it might work a
2 little nore snoothly. But anyway, the fact is that whether
3 it's | obbyists asking for mandated benefits and then the

4 next thing you know all health plans in the state,

5 i ncludi ng pressure on Medicaid, end up covering somrething.
6 You know, your first question should be, "Were is the



7 evidence that this is helpful?' Not just that there's sone
8 i nternedi ate outcone, but it actually saves lives, --

9 MR, HAVEMAN: That's very true.

10 DR BILLI: -- inproves disability, decreases cost.

11 And then we should be very, very -- a lot of folks wll

12 criticize evidence-based nedicine as a concept because

13 there's so nuch in nedicine that there isn't an evidence

14 base. And doctor's have to use a lot of art and judgnent.
15 But that -- while that's true, there's so much where we

16 know the evidence, and we're still not doing it right now.
17 Once we got all that right, then we can tal k about the fact
18 that there's areas where there's inadequate evidence right
19 now.

20 So | think for -- especially for the Medicaid

21 population that we're trying to get the best care for the
22 | east amount of noney, which is -- you know, everyone who
23 funds health care, whether it's an enployer or the State of
24 Mchigan or the Federal government is on that sane goal of
25 value. But certainly here, right at honme, we have the
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1 opportunity to say we're going to pay for what works, we're
2 going to cover systens of care that encourage doctors to do
3 the right things. And unfortunately, a |lot of what we have
4 right nowin this fee for service nodel, or even in the

5 first iteration of the managed care nodel is just not

6 getting it.

7 So | think we've got to break some new ground. And

8 that's why | nentioned the exanples of Ford and Genera

9 Mot ors, who have taken a ganble and said, "W'd like to see
10 what would happen if we funded high-intensity nedical and
11 di sease managenent wi thout necessarily making the doctors
12 and hospitals take on risks for the sickest people."

13 Because that's a tough thing to do to try and estimte what
14 the future costs will be for a very ill population. It's a
15 popul ation of outlyers. \Whether it's the children special
16 services or the aged, blind and di sabl ed under Medi cai d,

17 that's a population that's very easy to actuarialy predict.
18 So as a result, you really have to turn to different

19 nodels. And that's why | suggested sone of those. So |

20 appreciate your coments, M. Haveman. And | think they're
21 right on target.

22 MR, HAVEMAN:. | appreciate what you're doing.

23 DR PORTER  Larry?

24 MR WARREN:. Dr. Billi, in your reconmendations, you

25 ask that support be given to several initiatives. Are
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1 there specific proposals that are before the State or in

2 t he works?

3 DR BILLI: [I'mnot aware of specific proposals.

4 Certainly there's no specific proposal with any financial

5 attribution right now | know that for MQic the State

6 has kindly assigned Dr. Perry to attend those neetings and
7 try to synchronize the activities that affect 6 mllion

8 commercially covered lives with the activities of covering
9 amllion State-covered lives. And that | applaud. |

10 think perhaps sone further support. The State m ght | ook
11 to what that group has been able to acconplish, entirely on
12 volunteer efforts fromthe health plans, U of M, nedical
13 societies and the like so far, with great support from Bl ue
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Cross. | have to give themcredit for -- they've been the
ones supplying the dinners that -- and funded the only
staff person who works on that thing.

But that's -- you know, | certainly would encourage
that kind of community coll aborative quality inprovenent
nodel. You can get the nost |everage. And the state can
pi ggyback on the efforts of the comrercial entities as
opposed to having the MDCH approach to quality and then
here conmes Ford and GM and then we have Leapfrog and the
RFI from GDAC and this di sease of the nonth probl em where,

24 you know, the docs say, well, you know, |ast week it was
25 this, this week it's that; different standards, different
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1 report, different fornmat, different profile -- they toss
2 it.

3 So there isn't any connection right now with the

4 Sout heast M chigan Quality Forum And | encourage MDCH to
5 offer a representative to that. |1'd certainly be willing
6 to take that recomrendati on back to Jan Whitehouse, ny

7 co-chair on the quality forum And then the third of

8 those, | believe, will require nore work. But if this

9 commi ssion were receptive to that suggestion, |I'd be gl ad
10 to discuss the inplications further of developing a

11 different health care financing and structure nodel than

the one we have -- we have two nodels right now, the fee
for service and the at-risk nanaged care. And |I'mnot sure
either of those is going to get us where we need to be,
which is why | suggested a hybrid in the niddle.

U of M had substantial experience with this, from
everything fromour children's special services program
Ki dsCare, which the State knows a | ot about, to Partnership
Heal th and ActiveCare in the Washtenaw County Health
organi zation you're going to hear about in a mnute. And
we'd be glad to work with the State to see what this
practically nmeans; to try and develop a different, perhaps

23 a hybrid nodel to build on the features that |'ve

24 nentioned.

25 DR. PORTER: Thank you. Thank you very nuch,
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1 Dr. Billi. That was very nice and thank you again for the
2 handout s.

3 DR. BILLI: Thank you very nuch for the opportunity to
4 di scuss this.

5 MR, HAVEMAN:. Thank you

6 DR. PORTER. We're now going to nove to, | believe

7 it's David Neal and Kathy Reynol ds who are going to do the
8 nmental health managed care view. And Dr. Tom-- didn't

9 nmake nmy list. New addition

10

11 TESTI MONY BY DR THOVAS CARLI

12 DR. CARLI: Dr. Porter, conm ssioners, thank you for
13 this opportunity to share sone ideas and share sone

14 exanples. M nane is Thomas Carli, |'ma physician at the
15 University of Mchigan heath system W'd |Iike to discuss
16 with you tonight sone -- what we feel are sonme solutions to
17 sone of the Medicaid problens that we have. | don't need
18 to review for all of you the inportance of Medicaid; how
19 nany citizens it covers, one in five children, 35 percent
20 of the births in this country, half of the nursing hone



21 costs. But what | would propose to you is that Medicaid --
22 we're here because Medicaid is in serious, deep trouble,

23 both nationally and at the state level. And what | would
24 propose to you is that we view Medicaid as the "canary in
25 the coal mine." Al of health care is in serious trouble.
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1 Dependi ng on one's sense of optinism we're either in a

2 maj or transition or we're in neltdown and coll apse with no
3 observabl e new nodel

4 It's not surprising that the health systemthat

5 i nvol ves our nost vul nerabl e popul ation, that's struggled
6 wi th i nadequate funding would be the first to show the

7 coll apse and strain. And what we're seeing now is probably
8 previews of what we will see in the conmercial sector and
9 Medi care. It behooves us, then to conme up with solutions
10 now, because these will be applicable not just to Medicaid,
11 but they will be applicable to all of health care.

12 Medicaid is hitting a triple -- you know, a kind of

13 "perfect storm" with falling tax revenues, rising

14 unenpl oynent, provider push-back about rates; this

constellation of forces is precipitating this conmi ssion
and the need for Mchigan to once again take a creative
lead like it has in previous years. Wile there are nany,
many things we need to do, often in the short run right

now, fromlooking at benefits to | ooking at whether we
limt enrollnent to much nore aggressive pharnmacy
managenent to even exploring issues of co-pays, | would
subnit to you that one of the fundanental things we need to
do is to use this opportunity to redesign Mdi caid.

24 And one of the ways to think about how that redesign
25 will occur springs fromthe graph on the back of the first
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1 page. This is a graph -- by the way, the Kaiser

2 Conmmi ssion's report on Medicaid and Medicare is an

3 excellent thing, fromthis sunmer, if you haven't had a

4 chance to look at it. What Kaiser has showed us here is
5 that while children conprise half of Medicaid, they

6 conprise al nost |ess than 15 percent of the costs of

7 Medi caid. And while adults, mainly | ow incone wonen,

8 conprise 21 percent of Medicaid, they're less than 10

9 percent of the costs.

10 It's in the area of the aged, blind and disabl ed,

11 those people with chronic disabilities, chronic illnesses

and | ow i ncone, that we see while they conprise 30 percent
of the menbership of Medicaid, they conprise 70 percent of
our costs. No solution to the Medicaid crisis has a viable
chance of working unl ess we devel op approaches to chronic
illness. Wien you | ook at the growh of Medicaid expenses,
at least at the Federal level, 51 percent of the growth
that's occurred over '01-'02 has been in the ABAD group

So not only do they consune the |argest chunk of dollars,

they also are the fastest grow ng cost. And within that,
of course, is pharnacy.

How do we approach chronic illnesses in a different
way? Well, that's where you, not just as a commi ssion but
as | eaders of health systens, nust cone in. Because

think that when you' ve noved fromhospitals to health
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1 systens, you have not fully realized your potential yet.

2 We're not going to be able to deal with chronic illnesses

3 in a new way unless we fundanmental ly redesign the way we

4 provi de services. Qur nodels of acute episodic care do not
5 fit for chronic illnesses. And in the Medicaid popul ation
6 we get into even nore conplexity because of the conposition
7 of these chronic illnesses.

8 When you | ook at who makes up the ABAD, 28 percent of

9 severe nental illness, another 27 percent have

10 devel opnmental disability and nmental retardation. Over half
11 of the ABAD are community nmental clients, or could be

12 community nmental health clients. So when we tal k about the
13 largest group of Medicaid that consune the | argest

14 resources, and within that group the |argest category,

15 we're looking at the folks that are served in our comunity
16 nental health and our public nmental health systenms of care;
17 people with severe nental illness, devel opnenta

18 disabilities.

19 After these two, then we get into smaller categories;
20 chronic lung, traumatic brain injuries, spinal cord,

21 congenital anonualies, diabetes, congestive heart failure.
22 Those represent small but inportant popul ati ons where we

23 can target our efforts. Because the public nental health
24 system depends on Medicaid -- over half of the funding for
25 the public nental health systemconmes from Federal and
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1 State dollars -- any crisis to Medicaid is a crisis to

2 public nmental health as well.

3 Fortunately, there are new and evol ving nodels for how
4 to redesign health care, to do a better job of taking care
5 of chronic illnesses. Dr. Billi reviewed sone of them

6 W' ve had the wonderful experience at the University of

7 being able to use our Ford and General Motors experiences

8 as prototypes for devel oping these chronic illness

9 managenent techni ques. And we've been able to extend them
10 into the Medicaid population. And following me will be

11 sone speakers that will tell you about how that works. But
12 these chronic illness strategi es have people who bridge the
13 handoffs in our health care system They have peopl e who
14 nake sure that folks don't fall through the cracks. Any

15 chronic illness program nmust view patients as theirs,

16 whether they show up in the clinic or not.

17 Those, as Dr. Billi nmentioned, those resources, take

18 dollars and we have to find fundi ng nechani sns to inplenent
19 this. | believe it's in the interest of health systens to
20 actually find ways to fund this and to create ways, with

21 the State, to fund these; ways to coordinate and integrate.
22 But with Medicaid, and especially because of the preval ence
23 of severe nental illness, it's not going to be just health
24 systens that have to be involved in this chronic illness

25 <coordination. It nust involve community public systens of
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1 care, and conmunity and social service agencies. Any

2 solution to Medicaid is going to have to invol ve noving

3 into the community and establishing coordinated |inkages

4 and new ways of health systens relating to social service

5 agencies and the public nmental health system and the public
6 health system Those ki nds of care coordi nati on nodel s

7 that cross systens are things that we'd like to present to



8 you today.

9 Wth a great deal of support fromJimand fromlLarry,
10 Mchigan was able to create an integrated health system for
11 our Medicaid population in Washtenaw County that created a
12 new governnmental entity, that is a conbination of the

13 County and the University. Kathy Reynolds is the executive
14 director, and she will present sone background in that.

15 Fol l owi ng Kathy, we will hear fromEllen Rabinowtz,

16 who is fromthe county's public health departnment. The

17 county, sone years ago, independently had to struggle with
18 what to do with its charity care and its uninsured, and has
19 created an insurance plan. As we started looking at this
20 insurance plan for the uninsured, called the Washt enaw

21 Health Plan, and we started | ooking at the needs for care
22 managenent and chronic ill ness nmanagenment and that

23 population, and the fact that so many of those fol ks nove
24 Dback and forth between Medi caid and uni nsured, we needed to
25 devel op ways to coordinate care, regardl ess of which bucket
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1 of dollars was paying for the care this nonth or this year.
2 And Ellen will tell us nore about that program And then

3 we'll finish up. Thank you

4

5  TESTI MONY BY Ms. KATHY REYNOLDS

6 MS. REYNOLDS: As Tomindicated, |'m Kathy Reynol ds.

7 I"mwith the -- executive director of the Washtenaw

8 Community Health Organi zation, and |I'm pl eased to be able

9 to share with you sone of what we've done in providing an
10 integrated nental health, substance abuse, and prinmary care
11 benefit for people who are in the public nmental health

12 systemhere in Washtenaw County. And as Tom said, we had
13 great support fromthe Departnment to do this. W had to

14 change the lawto do this, and so it's taken us awhile.

15 But we've been very successful, | think, in reintegrating
16 the Medicaid benefit here in Washtenaw County. W're the
17 nmental health board, we're the substance abuse coordi nating
18 agency, and we work with the University of Mchigan to

19 provide services for those folks who are in the MCARE

20 Medicaid, HMO Those dollars flow through us and are

21 nonitored by our board in terns of all of the services that
22 are provided to those consuners in the county.

23 | wanted to share with you just sone of the things

24 that we've been able to do in our three years of existence
25 as a coordinate program Before | do that | do want to say
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1 that | think this was a strong initiative by our county,

2 because our nental health board voted to dissolve itself.

3 And it's not often that you'll have organizations do that.
4 So we voted to dissolve ourselves and to nerge with the

5 University of Mchigan health systemin the comunity

6 heal th organi zation. And at present tinme, that board is

7 appoi nted half by the university and half by the county so
8 that we have a sharing in the policy devel opment and

9 managenent which is think is key to its success.

10 What we've been able to do is we do now have an

11 electronic case record -- patient record that was devel oped
12 at the University of M chigan that we worked t hrough HPPA
13 and privacy and rights issues to be able to integrate the
14 nental health information into CareWb, the University's
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el ectronic case record, so that a primary care physician
who's seeing a public -- a nmental health consunmer can go
online and |l ook up a portion of that public nental health
record. They can find out what the diagnosis is, who the
treating psychiatrist is, what nedications they' re on, what
their prinmary problens are and what we're working on in the
nmental health system

Al so, the psychiatrists at the community nental health
center are on and have privileges on the CareWb system
And they can go in, when they're working with community
nental health patient, and sign in fromthe nental health
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of fice and access the prinmary care record. They can | ook
up the lab tests that have been done, if they're going to
prescri be new nedi cations. They can see when the |ast EKG
was done. All of those health records are available to the
psychiatrist in the community nmental health center. And
that's gone a |long way towards integrating and providi ng
coordi nation of care for this popul ation

You' ve heard about nedi cal managenent. W work with
Tom Schap at the nedi cal managenent center with our high
utilizers. And we're on a newinitiative nowto try to
bring together what we call on the nental health side,
"case nmanagers," what on the nedical side are called "care
managers." W're bringing those folks together so that we
can take an integrated approach to the care and to the
managenent of high utilizers within the system

W' ve been able to develop a health risk appraisal so
that all the folks in the public nmental health systemare
getting an assessnent of their health risks. And we're
computerizing that right nowinto a database, but we're
abl e to assess and determine if they need to go to their
primary care physician, if they even have a primary care

22 physician, and getting themlinked. So we're able to

23 address the primary care needs in the nental health system
24 We're very proud of our data warehouse. W' ve been

25 able to integrate substance abuse, nental health and

00077

1 primary care databases into a single data warehouse so that
2 we can tell you how much all the schizophrenics in

3 Washt enaw County have received in prinmary health care from
4 the University of Mchigan in the last year. W can dril

5 down to the patient |evel and give you the cost of the

6 public patient in Washtenaw County. So we've been able to
7 bring together all of these Medicaid databases into a data
8 war ehouse that's refreshed nightly from each system so that
9 we can see who's been in the ER the day before, do we send

the mental health case manager out to get them do we need
to send the care nmanager out to help themget health care
or whatever. But we have, | think, a very positive -- that
dat a warehouse was al so funded by the Departnent in terns
of helping us get that in place. But it is functioning
now, and we can run the cross-tabs on the data out of that
dat a war ehouse.

We al so, through, | think, our partnership with the
Uni versity had addressed sone of the concerns about
evi dence-based practice. W use the University to help us
find those evidence-based practice and we're inpl enmenting
themin the nental health organization here in the county.
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Ri ght now we have initiatives for fidelity and

evi dence-based practice and assertive community treatnent,
supported enpl oynent, co-occurring disorders and famly
support. So we've been able to use the University to bring
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in the experts and to help us devel op those types of
fidelity instrunents and scal es that we can use to nake
sure we're providing the best care for the public dollar.

And then, finally, we're very proud of what we cal
our health services access system here in Washt enaw County.
Medi cai d and i ndi gent consuners can call one 1-800 nunber
and get referred to public health, nmental health, substance
abuse, the Washtenaw Health Plan -- which you're going to
hear about in a mnute -- and also get help with getting to
their primary care physician through that system So we've
been bringing together that triage point and that system of
care so that consuners can have a single place to cal
rather than doing that. |It's helped -- you may have heard
a | ot about the boundary problens between HMO s and the
nmental health systemand primary care. The integrated
access system hel ps us bridge those boundaries and we have
very few of those problens here in Washt enaw County,
think as a result of what we've been able to do with health
servi ces access.

Most recently we've partnered with what's called the
Washt enaw Health Plan. And that was in May we took over
their screening and health services access so that, as |
said, we can now provi de when a public consuner calls, we
can get themlinked with whichever system of care they
need. And if they don't have health care, we can get them
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linked to the Washtenaw Health Pl an, which is our indigent
health care system And Ellen Rabinowitz will tell you a
little nore about that indigent health care systemand its
link with all of us.

TESTI MONY OF MS. ELLEN RABI NOW TZ:

MS. RABI NOW TZ: Thanks, Kathy. |'mE|len Rabinowtz.
|'mthe executive director of the Washt enaw Heal th Pl an
which is the county's vehicle for providing an expandi ng
access to health care for uninsured residents of the
county. As Tom nentioned, Washtenaw County has a | ong
hi story of serving the indigent and uninsured. For many
years the county operated a small indigent care program
first as a hospitalization programunder the resident
county hospitalization program later as a snall managed
care nmodel, and nost recently with the Washtenaw Heal th
Pl an.

| imagi ne you know a fair anmount of how we're
organi zed, because the Washtenaw Health Pl an i s Washt enaw
County's iteration. These kinds of health plans are
operating in other counties in the state: The |ngham

22 Health Plan in I ngham County, Miskegon County has a program
23 like this, Wayne County and many ot her counties. What we
24 do is we pronote, arrange for and organi ze access to health
25 <care for uninsured, |lowinconme county residents. W do it
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1 very nmuch in partnership with our local health care system



2 The Health Plan Corporation works with the county, with U
3 of M health system wth St. Joseph Mercy health system

4 and a variety of other small, |ocal providers who

5 traditionally have served the uninsured

6 What we provide are a whole range of health care

7 services; primary and specialty care, hospitalization and

8 pharnmacy, operated in a nmanaged care kind of nodel. You've
9 heard a lot of folks -- you heard Dr. Billi, Dr. Carli --
10 talk about disease nanagenent, chronic ill ness nmanagenent
11 protocols. Wth the help of a large Federal grant, we are
12 operating sonme di sease nanagenent prograns. Together with
13 the U of M nedical nanagenent program we're targeting

14 high utilizers. Together with St. Joseph Mercy health

15 systemand their quality institute, we're inplenenting a

16 systemof clinical care rem nder letters, to renind

17 patients with chronic conditions to get the needed

18 services.

19 Qur client population includes |ow incone residents of
20 the county. Qur incone guideline is folks who are at or

21 below 185 percent of the Federal poverty level. W also

22 take responsibility for the State nmedical plan program the
23 very lowest incone nenbers of our community. Currently we
24 have 3200 people enrolled in our program wth projected

25 increases of up to 4500 by the end of next year. As Kathy
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1 said, we partner with the WCHO  The Washt enaw Communi ty

2 Heal th Organi zation provides all of our adm nistration

3 services. Health services access provides that "one-stop"
4 shopping. They do all of our enrollnent, nenber services

5 and provider relations.

6 Li ke sonme of the other health care plans around the

7 state, we're looking to expand in new and di fferent ways.

8 In January we're | aunching a discount prescription drug

9 program | i ke the ones operated in other counties across the
10 state. In the spring of this year we intend to |aunch a

11 third-share program an enpl oyer sponsored programin which
12 a health care premiumis split in three ways, between an

13 enpl oyer, an enployee, and then with a public subsidy.

14 We survive on the conmm tnent of both our county and

15 our local health systemproviders. As | said, Washtenaw
16 County has had a | ong-standing commitnment to serving this
17 population. Qur programal so exists with the very

18 substantial donations that our hospital partners provide to
19 us in the formof unconpensated care. Financing for our

20 program cones fromthe Medicaid special DI SH (phonetic)

21 paynments that | think you're all famliar with. Wat that
22 has allowed us to do is to reorganize our |ocal comitnent,
23 our local resources, to |leverage additional resources, but
24 to create a local solution with sonme uni que |oca

25 partnershi ps.
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1  TESTI MONY OF DR DAVI D NEAL:

2 DR NEAL: | amDavid Neal, and |I'm assi st ant

3 prof essor of social work in the Departnent of Psychiatry,

4 and the associate director of the Washt enaw Conmunity

5 Heal th Organi zati on. | hope that you can appreciate what
6 we're saying in terms of the need of organizations to

7 provide care for these very high utilizers and patients who
8 need care fromboth systens. And we need the State to be a



9 partner. Because as Dr. Billi indicated, the risk and the
10 cost for providing this care, we really don't know. And if
11 thereisn't -- if the State isn't a partner to share that
12 risk, the systemcan't take it on.

13 The other thing | want to raise for you is the

14 traditional Medicaid, because the traditional Medicaid is
15 still on the fee for service nodel. And the nental health
16 benefit is 10 visits with a psychiatrist. And that's not
17 sufficient. And, in fact, | would submt that a | ot of

18 those fol ks have other kinds of social issues. | mean you
19 can provide the best health care in the world to a

20 consuner, and if they don't have famly or other natura

21 supports in the community to help themfollow that care,

22 it's not going to work. So we need the traditional

23 Medicaid or a systemthat will support the health navigator
24 or other kinds of nmental health providers to help with that
25 kind of care that these fol ks need as well. Thank you
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1 DR. PORTER. WII| you take sone questions?

2 DR. CARLI: Pl ease.

3 DR. PORTER: Thank you very much. M first question

4 it sounds sort of like a perfect solution, and you' ve done
5 everything -- what were the problens that you found getting
6 this public/private partnershi p? There nust have been one.
7 DR CARLI: Well, |I can think of a few Sonewhat to

8 nmy surprise, the clinical integration has proceeded rather
9 snoothly. It's the integration at |evels above the

10 clinical that has taken a lot of time. dCinicians want to
11 work together. They all are westling with the sane

12 difficult cases, whether they're on the county side or, you
13 know, the university side.

14 Getting people to work together in a collaborative way
15 has not been the problem The probl em has been nerging

16 data. The data integration piece has only recently been
17 able to be pulled off. That took us two and a half years.
18 Merging funding streans, which was the initial goal, has

19 been -- has proven to be somewhat inpossible, because the
20 categorical funding for uninsured nental illness, Medicaid
21 nmental illness, substance abuse uninsured, primry care

22 and, you know, HMO Medicaid fee -- the funding streans are
23 so difficult to nmerge that we were forced to put the

24 organization together and try to act in cooperation with
25 each other as if the funding streans were nerged. So that
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1 if Kathy, on her side with CVvH dollars, can help ne on ny
2 side with a difficult diabetic who needs to be in one of

3 her group hones, she will stretch the definition sonewhat

4 to help us. That's out of her pocket and vice versa. 1In
5 reality, though, we've not been able to do that because,

6 frankly, the there's so nuch fear on both sides that the

7 HMO s and the qualified health plans will raid the CvH or

8 that the CVH will sonmehow consune the physical health care
9 dollars that we've not been to bridge that at a state

10 level. At a local |level we have, and we've been able to do
11 it. Wile it's unique for Washtenaw i n many ways, | don't
12 think all of our ingredients are unique. They principally
13 cone froma group of folks who've net every week for years,
14 devel opi ng this program and devel oping the trust and the
15 conmitnent to serve this vul nerabl e popul ation



16 DR. PORTER: Thank you. JinP

17 MR, HAVEMAN: Well, for the people in roomhere and

18 the people who' ve been watching this, this is probably the
19 finest exanple of community health in the state right now,
20 and what | think, what we've been trying to do by

21 integrating the departnent as well. And what happened here
22 is not necessarily being clanbered by others to repeat

23 around the state, because they know that what they did here
24 in Washtenaw County, with the hospital and community heal th
25 board and public health is first said, "Wat's best for the
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1 consuners?" and then went back and desi gned an organi zati on
2 to nmeet that objective. And nost people still want to

3 mai ntain the silos and the -- and everybody having their

4 own little place and their own |little data systens and

5 their own little way of doings things. And what this has

6 done is set a standard, a very high gold standard out there
7 that we can point to, to say it can be done.

8 And what was unique in Ann Arbor, | think, is the

9 University and a conmunity nental health board that had

10 sone experience working with public health through sone

11 unification, | nean, they were thinking that way already,
12 and also the University's willingness to partner with that.
13 Now, can this be repeated in other communities? Sure. |
14 nean, there's other universities, there's other nedica

15 centers. This could becone nore of a regional nodel once
16 sone of the details are taken care of here.

17 So -- and you've got to renmenber, if you just say

18 Washtenaw, Qakland and Wayne County and Kent and a few

19 others, you've got 80 percent of the Medicaid popul ation

20 | mean, it's not like you have to do the whole state. So
21 I'mreally hoping that the conmi ssion endorses and points
22 to nodels like this as to what can be done. 1Is it hard

23 work? It certainly is. But it took the comm tnent of sone
24 people who said, "W're going to make this work." And they
25 did. And, sure, it has a way to go, and it did take sone
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1 | egislation. And as you know, the system-- the | egal

2 rul es out there necessarily don't always support change.

3 And so they had to go back and change the law to nake this
4 happen. And that took a concerted effort, you know, to

5 nmake that happen. So this has not been easy, but it's the
6 right thing to do.

7 DR. PORTER: Thank you

8 DR. CARLI: Thank you very much

9 DR PORTER. W have two nore presentations tonight.

We're going to have Christine Goeschel fromthe M chigan
Heal t h and Hospital Association to comment on health
care -- health care and patient safety. And then Janet
O szewski from MCARE to tal k about the managed care
standpoint. And so if we can wel cone Christine.

TESTI MONY OF CHRI STI NE GOESCHEL:

MS. GOESCHEL: Thank you, Dr. Porter and nenbers of
the commission for receiving ny testinony this evening.
For those of you that | know personally, mny inclination at
this point is to throw this paper aside and talk to you
about all the stuff they've been tal king about. Because
have i deas and excitenent and enthusiasm around many of the
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i ssues that we've heard about this evening. But for the
sake of brevity and to kind of stick to ny agenda, | will
read to you fromthe naterials that |'ve presented.
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I'"'m Chris Goeschel, and as a registered nurse | have
worked full time in health care for over 25 years. M
clinical experience includes work with adult and pediatric
critical care patients and fam lies, although for nost of
the past 15 years, |'ve served in adm nistrative positions
in hospitals ranging fromnurse executive to quality
executive to chief conpliance officer and nost recently,
for the last three years, |'ve served as senior director
for health care quality at the Mchigan Health & Hospita
Associ at i on.

My work at the MHA brings me into regular contact with
hospital quality and safety | eaders throughout the state.
And in ny liaison work I'malso in contact with | eaders
from ot her key stakehol ders groups that are as invested in
continuously inproving the quality and safety of health
care that is provided to Mchigan citizens as our hospitals
are. The level of dedication and resolve attached to
health care quality and patient safety in our state is
unsur passed.

M chigan is recognized as a | eader in collaborative
quality and safety efforts. W are being watched

22 nationally for the unique ability we have to gather forces
23 around issues in a spirit of voluntarily "doing what is

24 right," and then delivering results. | thus urge the

25 conmission examne closely the initiatives that are al ready
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1 taking place in our state as you conduct your worKk.

2 For over six years, M chigan hospitals have

3 voluntarily participated in a public report that portrays

4 hospital specific data on nortality and | ength of stay for
5 key procedures and patient diagnoses. |n 2001, M chigan

6 hospitals received one of only two "Cheers" awards given by
7 the Institute for Safe Medication Practices, for the

8 out standi ng | evel of participation in a national nedication
9 safety inprovenent project. Mchigan's performance was

nore than double the national average with fully 80 percent
of our hospitals participating in the nmedication safety
effort.

When To Err is Human was first published by the
Institute of Medicine, Mchigan health care providers,
including the MHA and its nenbers, joined forces to devel op
a coll aborative approach to patient safety.

The M chigan Health and Safety Coalition brings
toget her providers, purchasers, enployers and the State of
M chigan in an open di al ogue and an aggressive work plan to
i mprove quality and safety. Sone of the many activities of
the Coalition include that in 2001, an educational | uncheon
was held for legislators, with Dr. WIliam Ri chardson from

23 the Kellogg Foundation and the Institute of M chigan

24 keynoti ng.

25 In 2002, an education forum co-sponsored by the
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1 Nat i onal Agency for Healthcare Research and Quality brought

2

| eaders fromthe 1OM and | eaders fromthroughout the



3 country in the patient safety novenent to Mchigan to work
4 with our leaders to foster creation of a culture of safety
5 in our hospitals.

6 In 2003, Dr. Lucian Leape and other national quality

7 and safety leaders will again be in Mchigan, working with
8 providers to continue the evolution of our quality and

9 safety efforts.

10 The coalition has al so sponsored pilot projects

11 assessing the inpact of handheld technol ogy on physician

12 practices, has witten grant proposals to exam ne the

13 relationship between nurse staffing and pati ent outcones.
14 Most notably, perhaps, the Coalition has worked with

15 Mchigan clinicians -- Dr. Jack Billi |ed one of our expert
16 clinical panels -- to develop quality and safety neasures
17 that addressed areas of care that have been deened nost

18 inportant by enpl oyer groups such as Leapfrog. Those

19 guidelines provided the basis for a statew de hospita

20 survey, recently conpleted, wherein over 114 hospitals have
21 posted detailed hospital specific quality and safety data
22 on a consuner website that is sponsored by the Coalition

23 More inpressively, over 98 hospitals further agreed to
24 work during 2003 with the Coalition to reassess the

25 guidelines, close the gaps between performance and
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1 reconmended practice. Cost, quality and access to care are
2 all paraneters that will be assessed during this next phase
3 of coalition guideline work.

4 In addition to work with the coalition, M chigan

5 hospital s have partnered with Blue Cross/Blue Shield of

6 M chi gan and the University of Mchigan in proposing

7 exam nation of what neasures really work to facilitate

8 quality inmprovenment in hospitals. Through one of six

9 national three-year "Rewardi ng Results" grants, awarded by
10 the Robert Wod Johnson Foundation in | ate Septenber,

11 Mchigan hospitals and our clinical staff will take

12 collaboration to a new level in attenpting to learn from
13 each other regarding best practices.

14 M chi gan hospitals are al so working together with our
15 partners in public health to address our state's nunber

16 three killer, stroke. Throughout 2003, MHA will be working
17 to engage all hospitals in an education and awar eness

18 canpai gn based on the role of acute care providers in

19 addressing broader issues of public health; for 2003, npst
20 specifically, that enphasis will be on stroke care provided
21 in our hospitals. 1In each instance of collaboration, the
22 MHA is looking toward the Institute of Medicine and state
23 and national content |eaders to carve the path for our

24 initiatives. W would urge that the comi ssion doe their
25 sane.
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1 In several followup reports by the institute of

2 Medi ci ne, including Crossing the Quality Chasmin 2001,

3 Leadership by Exanple earlier in Cctober of this year, and
4 The Future of the Public's Health in the 21st Century,

5 whi ch was just pre-published in Novenber of this year,

6 tenpl ates are provided, not only for addressing health care
7 chal | enges facing us as a nation, but for devel opi ng

8 strategies to enbed efficiency in our work.

9 None of the presentations that |'ve heard thus far
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this evening or earlier in the nonth in Lansing are foreign
to what's included in all of those IOMreports. | think
that nenbers of this comission as key stakehol ders in our
state will understand that the pressures we face are
i mi nent and they are nounting. And we would urge, at the
MHA, that we turn to the work that's al ready been done as
we build a better future for M chigan.

The only true hope for better health care for the
future is through the collective wisdomand w llingness of
all of us to collaborate on solutions. Most inportantly,

20 the IOMreports and the work that M chigan key stakehol ders
21 have been engaged in call upon each of us to renmenber

22 patients as we craft alternatives to system slippages that
23 exist today.

24 It was tenpting tonight to present the conmmi ssion with
25 a laundry list of what we think we need. W need better
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1 peer review protections for quality databases. W need

2 funding that aligns payment with public health goals, et

3 cetera, et cetera; much of what we've already heard

4 tonight. | -- instead, fromthe MHA perspective, | decided
5 to urge you to look at what we in M chigan already have,

6 and use the resources and the history that we have as you

7 det erm ne what you think we need to nove forward.

8 In closing, |'d encourage the conmission to draw upon

9 the fine work that is already being done in M chigan and

nationally, to highlight the spirit of cooperation that has
i nspired the success we've enjoyed thus far And that when
you consider the quality and safety chall enges that face
you, you acknow edge that M chigan hospitals are ready,
willing and able to be at the table with you. No one wants
this nore than we do, and no one recogni zes, nore than a
system that has been invested in providing acute care and
realizing that that isn't the answer to the question, that
the only answers that will be useful and fruitful in the
years ahead are ones that we devel op together

I'd be happy to answer any questi ons.

DR. PORTER: Questions?

MR, HAVEMAN:. \When the report cane out that indicated
over -- what? -- 40,- to 100,000 people were dying of
nmedi cal errors or patient safety really becane an issue,
then you' d take a | ook at the nunbers of people who, again,
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i nfections, you know, and how much of that is preventable,
do you think the -- and | ask this because | don't know the
answer -- do you think the hospitals responded aggressively
to that? And do you think sonme have noved a little quicker
than others? And do you think there are exanples? You
know, one thing |'ve thought about, | think | nentioned
before is that in certificate of need we shoul d say, "Hey,
if you want a certificate of need to expand, maybe you have
to have a denonstrated nmedical errors program or some of
these things in place that are working, because we know, as
you know, with automated | aboratories and bar codes,
there's nmuch that could be done to prevent that. And |I'm
j ust wondering how nuch of that is being done.

M5. GOESCHEL: | think that there's a trenendous
anount being done. | think the initial hospital reaction
to that 1OMreport was stunning disbelief. No one had
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guantified the nunbers quite |ike that before, unless you
were reading the scientific literature which had been
publ i shing nunbers |ike that for quite a period of tine.
In fact, | think very quickly the hospital industry, at

| east in Mchigan, got behind the fact it doesn't matter
what the nunbers say. The reality is there's a problem

23 And this is one nore piece of evidence that suggests that
24 our current systens are broken

25 I think that that | SMP Cheers award that | all uded
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1 to -- we received one of two Cheers award in 2001, and

2 Luci an Leape received the other one. And part of the

3 reason that M chigan hospitals got that award is that they
4 qui ckly got on the bandwagon and sai d regardl ess of whether
5 it's 44,000 or 98,000, that IOMreport said nedication

6 errors were a key focus. And very quickly -- again, we

7 didn't try to craft a survey that woul d assess what

8 hospitals were doing. W |ooked at the national expert,

9 the Institute for Safe Medication Practices, 194 rather

10 detailed questions that were the foundation for that

11 particular nmedication safety inprovenent initiative. And,
12 |like | say, the Mchigan response rate was stunning in how
13 nuch higher it was than anywhere else in the country.

14 And | think that that |evel of response was not uni que
15 to nedication safety. | think we've gotten great

16 interaction, not only on nedication safety but on sone of
17 the other patient safety initiatives. At the MHA, one of
18 ny favorite nonents -- and |'ve only been there about two
19 years -- was when we pulled together a patient safety

20 committee. And we had a nedical staff executive fromthe
21 University of Mchigan and a nedical staff and

22 administrative executive fromone of our snaller hospitals
23 that inmediately got into a debate about who had it easier
24 in terns of trying to do sone of this stuff. And the snal
25 hospital was crying "we have no noney and resources," and
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1 the big hospital was crying "we have too nuch bureaucracy."
2 And very quickly, they realized that they have a lot to

3 | earn fromeach other; that noved the initiative and the

4 col l aborative efforts further than we could ever had

5 i magi ned.

6 So | think the kind of work that's happening here with
7 mental health services in Washt enaw County, the kind of

8 work that Dr. Billi's doing that he's sharing through the
9 M chigan Health and Safety Coalition, are hel ping set the

tone for an agenda that says it's hospitals, but it's not
just hospitals, it's not just teaching hospitals, it's
hospitals in our work in the context of the public health
agenda; so popul ation care, acute care, chronic care,
maki ng M chigan a better place.

And we heard last tinme at the conmi ssion neeting, we
heard agai n toni ght, probably nost of us in this room-- if
| can make a quantumleap -- are of an age where we realize
that when baby booners hit peak health care use years,

which is right around the corner, we are really in dire
straits. So we need to get on board with addressi ng sone
of issues, sooner rather than | ater

DR. PORTER: Thank you very much --

M5. GOESCHEL: You're wel cone.



24 DR, PORTER: -- for that insightful presentation. W
25 appreciate it.
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1 MR, HAVEMAN:. Thank you

2 MS. GOESCHEL: My pl easure

3 DR. PORTER: The final presentation -- well, | don't
4 know if it's the final one, sonebody el se nmay want to say
5 sonmet hing, but in the absence of the final presentation,
6 Janet O szewski, Vice President, Governnent Prograns and
7 Regul ations for MCARE will talk about the nmanaged care

8 st andpoi nt .

9

10 TESTI MONY BY MS. JANET OLSZEWSKI :

11 MS. OLSZEWSKI: Thank you very much, Dr. Porter

12 conmissioners, Director Haveman. It's a pleasure to be

abl e to address you this evening. M esteened coll eagues
fromthe University have done an excellent job of making
all the points | planned to nmake, so | think my comrents
will be very brief. Cbviously we work together; we're an
i ntegrated health system and so our thoughts follow sinilar
l'i nes.

| wanted to give you a little bit of background
i nformati on about MCARE. W are a not-for-profit managed
care organi zation, owned by the University of M chigan
regents. And in that, we are rather unique in the country.

23 There are only perhaps one or two organi zations |ike ours
24 around.

25 We serve 204,000 nenbers at this point in tineg,
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1 largely in southeastern Mchigan. W have a service area

2 that is -- enconpasses sout heast M chigan, goes up to

3 Flint, and then over to the Lansing area. |'mnot here to
4 talk about our commercial business today, but you will see
5 fromny remarks that that does influence how we are able to
6 serve Medicai d nmenbers through the various contracts we

7 have

8 In addition to our comerci al busi ness, we have a

9 contract with the Departnment of Community Health to provide

service to Medicaid beneficiaries. And at this point in
time we serve approximtely 14,600 of those beneficiaries.
And then as of October 1st of this year, we're very proud
to join with the University in providing the adninistrative
services for Kids Care, which is one of the two speci al
health plans that exist in the state, Children's Choice of
M chigan is the other, for children with special health
care needs. Now, that progranis been in existence for four
or five years, but we're -- MCARE's role in the programis
new. And today | want to focus nmy remarks on the Kids Care

20 program and then on Medicaid as well.

21 | think that the pronise of nanaged care which is, you
22 know, essentially the right care at the right tine for the
23 right price, and really high quality care, has the nost

24 benefit to offer people with serious chronic illnesses who
25 wuse the health care systema great deal. Those of us who
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1 are healthy and have intermttent contact with the health

2 care system probably can do reasonably well on our own.

3 But fol ks who need a ot of health care really have the



4 nost to gain fromthe prom se of managed care. And that's
5 one of the reasons why we're very interested to be invol ved
6 with the Kids Care program because we believe that we have
7 alot to offer that group of people. | think we are

8 probably an exanpl e of an excell ent experinent that

9 Dr. Billi has suggested in his remarks that the State

10 undertake with these -- for these populations. Kids Care
11 of Mchigan is an excellent experinent in this.

12 In Kids Care, we partner with the famlies of children
13 as well as the adults thenselves who are eligible for the
14 program The principal coordinating physician for these

15 individuals, we partner with |local care coordinators,

16 nurses who are part of health departnents or hone health

17 agencies in their local comunities. And we work to

18 develop a plan of care, inplenment a plan of care,

19 coordinate that, nonitor it, change it as things go al ong
20 so that the child or the adult continues to get the best

21 care for their particular set of conditions. And | think
22 it's inportant to renmenber that nost of these children

23 don't have just one condition, they have multiple

24 conditions, so you're managi ng many di fferent things at

25 once.
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1 We operate in 39 counties of Mchigan with this

2 program so we are in this programin a nuch w der

3 geogr aphi ¢ area than we operate through our health plan

4 through our licensed HMO activity. And | think through

5 this programwe, together with the University, are able to
6 use the extensive clinical pediatric expertise of both the
7 nmedi cal school, the Mtt Children's Hospital, and the other
8 conmponents of the University of Mchigan health system so

9 that we can help fam lies and providers throughout the

10 state get the best care, get the best state of the art

11 pediatric care that's possible. And that's our goal, is to
12 help famlies and physicians provi de the best care.

13 What | have shared with you today are sone of the

14 consuner survey results. One of the things | always |ike
15 to do -- |'ve been in this business awhile, and one of the
16 things that's always inportant to ne is what do our

17 famlies think about us? You know, when | worked for the
18 State that was ny concern. And that still is ny concern at
19 MCARE. |f you look at the results of that survey -- ['lI
20 just highlight a couple of themfor you -- 94 percent of

21 our nenbers, and we have about 2500 nenbers at this point
22 in time, not too big because this is a relatively snal

23 program there are only 27,000 children eligible statew de
24 for the program And this is a programthat is entirely

25 operated on voluntary enrollnment. No fanmily is required to
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1 join our health plan. They are offered the opportunity.

2 So 2500 peopl e have joined and we have not been taking new
3 enrol Il ments recently because we were in a transition

4 period, noving fromHealth Alliance Plan doing the

5 adm ni strative services to us, and we did not want to bring
6 in new fanmilies at a tine when we were | earning how to set
7 up phones and all of that kind of stuff.

8 94 percent say they're very satisfied with the

9 program 91 percent say they're very satisfied or

10 satisfied with the care coordination they receive. And one



11 of the things that | think is very inportant is 94 percent
12 say they would reconmend to sonebody el se that they join
13 Kids Care. | nean, that's always what says it to ne. |If
14 you're willing to tell sonebody el se about this and say,

15 "Cee, | think you should sign up," that's what's really

16 inportant. And we're very proud of that.

17 I think the benefits that the State gets fromthis

18 kind of program-- you've heard the statistics. The noney
19 is in the aged, blind and disabled. The noney is in people
20 who have a lot of health care conditions. | think what the
21 State gets fromthis programis the experinent, the pronise
22 of working out a nodel that will provide excellent care for
23 this group and will be able to do it within reasonabl e,

24 fiscal and adm nistrative bounds.

25 You al so get the expertise of an acadeni c nedi ca
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1 center being filtered out and di ssem nated throughout the
2 state. The clinical guideline devel opnent, the support to
3 physicians in comunities, whether it's through

4 consul tation, guideline devel opnent and di sseni nati on

5 provi der advisory groups, et cetera. That promse is

6 there. | think you also benefit fromthe fact that we, as
7 kind of a central coordinating agency, have nore contact

8 with those |ocal care coordinators who operate in the

9 communi ties and are closest to the famlies. And so we're
10 able to provide them nore support in the care coordination
11 function. So we're able to provide support in the nedical
12 functions as well as the care coordination functions.

13 | do think -- | do agree with Dr. Billi that in this

14 kind of a population, you cannot operate it on a fisca

15 nodel |ike we have for the general Medicaid population, in
16 terns of capitated nanaged care. 2500 seriously il

menbers just does not work for the type of capitated
managed care nodel that exists for the general popul ation
But | think we have lots of opportunities to | ook at what
does work with this group

I'"d like to, now, just turn ny remarks, for a couple
of mnutes, to Medicaid. | nentioned that we have 14, 600
Medi cai d nmenbers. MCARE serves about 72 or 73 percent of
the managed care Medicaid beneficiaries in Wsht enaw
County. W have 72 or 73 percent of those enrolled in
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heal th plans in Washtenaw County. The University, through
its contract with other health plans, has another 12
percent. So us, together with the health system serve
about 82, 83 percent of the Medicaid beneficiaries in
Washt enaw and Livingston Counties. W are the primary
heal t h pl an

| think that this is an inportant piece of
i nformation, and one that is both sonething that's good and
bad. One of the ways we got this distinction was by being
a very high quality provider. Because our quality scores
are so high, the State has us at the top of the list to
receive automatic enroll nments; people who do not choose a
health plan automatically get assigned to MCARE. W
receive many of our nenbers through that vehicle. In
addition, we had another health plan in this county --
actually in both counties -- that had frozen enroll nment for
quite sone tinme, for over a year. So even voluntary
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enroll ments were coming in our direction. |t can be good
to get all the nenbers, because you don't necessarily get
adverse selection, you get all the selection. But on the
ot her hand, you are taking care of a very ill population in
many ways. And without paynent met hodol ogi es that
recogni ze risk and reinburse for risk associated with that,

24 it can be an overwhelning responsibility.

25 | think that we have denonstrated, through our

00103

1 Medi caid contracts, the ability to provide high quality

2 care to those beneficiaries. W, as a comercial health

3 plan with excell ent NCQA accreditation, apply the sane

4 discipline to neasuring quality for our Medicaid nenbers as
5 we do for our commercial nmenbers. W analyze patterns of
6 care and outcones for our nenbers. W identify problens.
7 We inplenment quality inprovenent initiatives. W

8 reneasure. W do all of the basic quality checks that

9 exi st.

10 And | think our status as a health plan in the

11 Medicaid programreally denponstrates our success. For the

second year in a row, we have received the highest score
possible in the Departnent of Conmunity Health's consuner
guide to health plans. W are also in line, for the second
year in a row, to receive a benchmark bonus fromthe State.
In devel opi ng that benchmark bonus, the State neasures us
on 14 different types of perfornmance nmeasures. And of the
14, MCARE ranks 1st in seven of them we rank 2nd in one,
we rank 3rd in three and we rank 4th in twd. So, you know,
we're really a very high quality plan. And | think a | ot
of that cones fromthe infrastructure and the experience
we've built up with our conmercial popul ation

| think that -- just to put a little personal face on
this, there are a couple of cases we've had recently that |
thi nk denonstrate, sort of, the unique role that we can
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play in this. W have a situation -- had a situation
recently where a 36-year-old woman who's an asthmatic --
and she is what, | think, all of us would describe as a
frequent flyer -- she's using the ER all the tine. She's
got $11,000 in prescription drug costs this year al one.
She's shown up at different providers. And | think the
role we can play is whenever she hits anywhere in the
system we see a bill. W see a request for a prior

aut hori zation. W see sonething. And we've been able to
sort of wap our arnms around her through our asthma di sease
managenent program and our care nmnagenent activities. And
when she -- we've hooked her up with a primary care
physician, but, you know, we can't force sonebody to go.

We provide transportation, we try and get themto go, we

try and encourage them But they can still show up in an
energency room anywhere. And our ability is to hit her
every -- to sort of see wherever she hits the system and

i nfluence what's going on at that point in time with that

i npatient hospital adnission, with that energency room

visit and always try and rope her back into the appropriate

foll owup care. And we've been able to do that with her.

And we're actually starting to see her go to her primary

care physician. But this, you know, one person at a tinmne.
And this -- | was here when Dr. Freed and his



25 «colleagues were talking, it takes a |lot of work to get
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1 people to change their historic patterns of use, in using

2 the enmergency room |It's not overnight. And it takes

3 effort to do that. But we've been able to do that, because
4 we can see it throughout the system A provider would only
5 see the admi ssions that were hitting their particular

6 facility. And a primary care physician mght or m ght not
7 get reports back fromother places. So that's one case in
8 whi ch we have dempnstrated, | think, a real value to the

9 system

10 The -- another one is a 26-year-old wonman, who's a

11 single nmother of three who is a serious diabetic. And her

primary care physician's office actually called us and
asked us to hel p, because it was becom ng too nuch for them
to handle. And what we discovered in doing the

i nterventi on was her own nother had served as her prinary
care giver as well as the care giver for her children, and
her nother had recently died. And so we got involved with
the prinmary care physician's office, with the Washt enaw
County Health Organi zati on which you heard about recently,
and we put -- together, all of us got together, did a
basically a case conference in the hone, did interventions,
set up a plan of care. This woman was soneone who needed
nmental health care and was not getting it. W've gotten

24 her into a group honme. She is -- her children are in

25 tenporary foster care while she is in this group hone.
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1 W' ve gotten her into diabetic education prograns. The

2 group hone is hel ping her manage her diabetes. W're

3 getting her to see her primary care physician. Again,

4 because we saw all different pieces of the picture, we were
5 abl e to have a unique constant, as it were, in terns of

6 coordinating the transportation to the nedical services.

7 | think that's one of the things that gets | ost often
8 when we tal k about health plans. W tal k about, quote,

9 "adm nistrative costs" as if they add no value to the

10 system But what we're tal king about here are those case
11 nmanagers | described who are actually interacting with our

menbers. W're tal king about those health educators, those
nurses who are on the phone with our nenbers teaching them
how to use their -- how to nanage their diabetes, howto
manage their asthma, et cetera. W're tal king about the
public accountability in ternms of -- or the neasuring of
our activities, et cetera; the fact that we are willing to
stand up and be counted for the performance we have.

And not all of our performance is good. W know t hat
there are other areas where we are not doing a good job.
For exanple, we're not doing a good enough job in bl ood
| ead screening. And we're trying to identify what the
problemis and trying to identify interventions that would
hel p us identify the children who are in need of screening

25 as well as care for blood | ead poisoning.
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1 | think one of -- | guess ny final remark woul d be
2 that we have done all this at, essentially, a price that
3 both the State and we agreed to was reasonable in 2000.
4 We've now gone two years without a rate increase for our



5 Medi caid contract. And | think that it would be foolish to
6 not recogni ze that fundi ng adequacy going forward is a

7 concern. We certainly have seen double-digit increase in

8 costs with this product |ike we have seen with anything

9 el se. W have been very pleased to work with this

10 administration on the quality assurance assessnent program
11 which we believe will have sonme opportunity, we hope, to

12 help us maintain the adequacy of funding for this project.
13 We're very pleased with the recent legislative activity

14 |ast week that, you know, made sonme nodifications to

15 | anguage that was necessary for CMS approval. But | think
16 it's inportant that we are able to go forward with that.
17 And we'll look forward to working with the adm nistration

18 to finally get that CVM5 approval. But | think that is one
19 of the concerns going forward is just generally the funding
20 adequacy for the Medicaid program Thank you

21 DR. PORTER: Thank you very nmuch. Your ratio of

22 Medicaid participants to your commercial is about --

23 what? -- 10 percent Medicaid? And | presune, to sone

24 extent, that's how you sort of balance all of these things,
25 is it, to sone extent on your relative percentages. Do you
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1 think for nost of the managed care conpanies, that is the
2 sort of percentage that works?

3 MS. OLSZEWSKI: Well, this percentage, for us, has a

4 lot to do with how we're set up with our network. For the
5 Medi cai d product, the University of M chigan health system
6 and its related, you know, faculty group practice and

7 related practices are the sole delivery system So our

8 capacity for Medicaid is really very nuch --

9 DR. PORTER  Constrained --

10 MS. OLSZEWSKI: -- determined by that; whereas for our
11 conmercial product, we have a, --

12 DR. PORTER: W der range --

13 MS. OLSZEWSKI: -- you know, a nmuch wi der network.

14 So | don't know if that particular percentage would apply
15 for nobst managed care conpani es.

16 DR. PORTER: Thank you
17 MR, HAVEMAN: | renenber in 1996 | was giving a talk
18 in Detroit, and a nother came up to ne and -- |'Il|l never

19 forget it. She was about 28 and had a 4-year-old nmultiple

20 handi capped child. And she was just at her wit's end. She
21 was dealing with eight physicians, had no car, had five

22 case managers, 15 appointnents she'd have to keep over a

23 two- or three-week period. And | asked her how many nanes

24 just connected with that child. There were 76 individuals,
25 all trying to nmake her |ife easier. And she had to quit
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her job to keep it all straight. Now, it nade no sense to
nme. We were going backwards so | just want to give that as
a reference, as the genesis that started this type of
pr ogr am

DR PORTER It's a great program

MR, HAVEMAN: And you' ve done great around the state
and the western part, and this is howit should be for al
27,000. And we fought with the |egislature about whether
it should be a voluntary or a mandatory program But, you
know, it's the parents who are going to sell this program
And it's really neat to see that type of satisfaction
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12 That's really great. N ce work.

13 MS. OLSZEWSKI: Thank you

14 DR. PORTER: Thank you very much. | like to have

15 neetings that conclude on tine. Are there any other

16 comments that anyone would like to make at this juncture?
17 Hearing none, |I'd just like to take -- oh, sorry, sir.

18 DR. MEGHNOT: The session is not finished yet?

19 DR PORTER:  No.

20 DR. MEGHNOT: | would like -- I'"ma solo practitioner
21 DR PORTER Pl ease.

22 DR, MEGHNOT: | found an opportunity to cone before
23 you. I'ma low man on the totempole, and I'ma "johnny
24 cone lately," too, so that doesn't excuse --

25 DR, PORTER. I'msorry -- | didn't have your nane, soO
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1 | apologize | didn't call --

2 DR. MEGHNOT: | know. | apol ogi ze because | didn't

3 fill it in.

4

5 TESTI MONY OF DR PERRY MEGHNOT:

6 DR. MEGHNOT: |'ma gynecologist in the State of

7 M chigan and | practice in Ann Arbor, Mchigan. | have

8 been in practice alnost 35 years. For the |ast two years,
9 | had to stop doing obstetrics. | just do gynecol ogy.

This letter that you sent to nme interested ne to conme over

11 before you and nake a few commrents how to inprove the

12 health care systemfromnmny point of view

13 In order to be nore pragmatic about it, | think in

14 this day and age nedici ne has becone very -- overly

15 commercialized. Wen there's a pocket, pickpocket people
16 go after it as a natter of |lawsuit or where there's

17 benefit, everybody wants to cut the corners to give you the
18 |east, get the nobst. Mst HMO s including our biggest, the
19 offerer of the insurance which is Mdicare, nobody covers
20 the preventive nmedicine, including MCARE. MCARE offers you
21 preventive nedicine once a year and this happens to be

22 second tine around, three weeks |ater, a woman started

23 bleeding, "No, you have to get a referral," whereas

24 Mchigan has offered us a specific article that any

25 wonman -- any insurer that insures a wonan or man, they have
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1 to offer the ability to that woman to go to a gynecol ogi st
2 and primary care physician. One doesn't have to give the

3 perm ssion to the other. But MCARE doesn't recognize that.
4 Most of the other insurance conpanies don't -- HVO s don't
5 recogni ze that. 1In order to inprove these kind of things,
6 we need to inprove, especially through Medicare, that they
7 go for -- they pay for preventive nmedici ne, nunber one, to
8 prevent. An ounce of cure is better than a pound of

9 treatnent. But these people, they don't believe it, they

don't fix it until it breaks. That is not right.

And the insurance conpanies, the Medicare, if the
State would be able to, have themto provide drug coverage
for the patients, that would be a great inprovenent. Al so,
through the force of the legislature, if they make drug
conmpani es don't increase the cost of nedicine in the United
States, whereas they nake the same nedicine they take to
Canada for about 40, 50 percent |ess than what they sell.
That's not right. The provider, as a citizen, we give



19 contribution, we give themnoney, the |egislature, the

20 governnent, to make them-- possible to create that

21 nmedication, then they should be able to nake it for |esser
22 cost or the sane cost that they sell it in Europe. There's
23 no point to increase the cost. That is one thing.

24 And fromthe doctor's point of view, the people that

25 are adninistering them | think they should be given the
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1 incentive if they increase their volune of their Medicaid

2 and increase the volunme of good quality Medicaid -- let's

3 face it. Everybody in this deal fromny point of viewin

4 practice nmeans a business. |If | don't nmake any noney, |

5 can't practice. | need to have an incentive. [|'Ill be glad
6 to give that kind of incentive to the patient. | have been
7 trained, qualified to "first do no harm" | would like to
8 do it. But | get scared | get sued; I'll do the multiple

9 avenue. You becone a |l aboratory doctor. You order this,

order that, order that, increase the cost of nedicine as a
result -- for poor result. There's no reason for that. So
| ask you to do something about this. Ask the doctor, if
you increase the volunme of your patient, Medicaid patient,
good quality patient, you get incentive |like snall business
tax. We will take that much off fromyour small business
tax. That will help. And | think there is that
possibility of doing that.

And the Medicaid individuals -- | know there is sone
reason they are on Medicaid. But they're very litigious
people. Most doctors, they don't want to see them They
want to sue them A patient came to ne several nonths ago.

22 A practitioner sent themto nme. She needed a hysterectony.
23 | said that, "Well, | don't want to take her because under
24 the circunstances." The doctor called ne, "Wy don't you
25 take it? | won't send you any patients anynore." | said,
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1 "Fine, I'lIl doit." 1 knew she had a pannicul us about 8

2 i nches high; 350 pounds, 5'2" high. She devel oped a

3 subcut aneous infection. She tried suing ne. These are the
4 kind of things that makes it -- doctors cutting their bil

5 not to take care of these patients. As a result, | think
6 you have the ability to curtail these litigious,

7 nonsensi cal, non-neritorial lawsuits like Mchigan State --
8 excuse me -- Anerican College of Ob/Gyn has cone up with

9 sonme criteria, which I'mgoing to hand it to you, howto
10 decrease this type of nal practi ce.

11 DR. PORTER: This is very, very valuable. | think it
12 wll be useful.

13 DR, MEGHNOT: It is very valuable. And they send a

14 letter to nme that their going to send to all the

15 gynecologists in the State of -- throughout the United

16 States, whoever practice -- whoever becones a expert

17 witness, whether for plaintiff or for the expert w tness

for the defense, if their allegation is not correct, it

will not support the evidence-based nedicine, M chigan
State -- excuse ne -- the Anerican College of Gb/Gyn is
going to turn it into a comittee of peer review. You can
do the sanme thing, but don't take up the peer reviewin the
State of Mchigan or Ann Arbor, because there are a | ot of
friends of nmine that say, "Hey, Dr. Meghnot all right."

No. Pick it up fromsone place else. They have the sane
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1 quality. They see the peer review, whether fromplaintiff
2 poi nt of view or expert witness from point of view of

3 Defense is correct, then they should do that. Don't allow
4 Medi cai d person to sue a doctor unless it's approved by

5 you -- first cone to you to see if there is a nerit to it.
6 You give it five independent doctors. |If there is nerit,
7 if this doctor did botch it up, if he did the right thing
8 or wong thing. If it is the wong thing, it nmeans

9 there's nerit they can sue them |[|f there is not, you

10 should drop it. Any Medicaid person should sign letter in
11 front of you that he will not sue the doctor unless

12 approved by your conmittee.

13 DR. PORTER. My mal practice bills to the DMC woul d

14 change dramatically. No, | think you nake some very, very
15 good points. Wiat | would like to -- if you'd |like to put
16 them al so down on paper and send themin to the comn ssion
17 we're nore than happy to have them We'Ill have the

18 transcribed text. Are there questions for the doctor from
19 the conm ssion?

20 MR, HAVEMAN:. Thank you

21 DR. PORTER: Thank you very nuch, Doctor.

22 DR. MEGHNOT: Thank you very much. ['ll hand this

23 down.

24 DR, PORTER. What |'d like to do nowis really thank
25 all the participants who have given testinony today. |'d
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1 like to thank our host, Larry Warren of the University of
2 Mchigan. 1'd like to thank the comi ssi oners who have

3 participated here. Qur next neeting is going to be in

4 Grand Rapids. Qur host will be Conm ssioner Breon. But

5 before we adjourn tonight -- and that neeting will be, by
6 the way, in January -- but before we adjourn tonight, 1'd
7 also like to thank my good friend and our coll eague,

8 Director JimHaveman. This will be his |ast neeting on the
9 comm ssion. |'mnot sure why, | would like himto stay on
10 But, you know, | think you have done a trenendous job

11 setting us on the right track. W have a trenmendous anount
12 of work to do. Your comrents have been very, very

13 insightful in getting this comr ssion off the ground. And
14 we thank you for your w se | eadership and counsel in the
15 past and |'msure in the future.

16 MR, HAVEMAN:. Thank you very nmuch. Thank you

17 DR, PORTER: At this point, let nme call the neeting

18 adjourned. Thank you.

19 (Hearing concluded at approximately 7:05 p.m)
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